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ORIGINAL ARTICLES. 


A PLEA FOR THE EARLY SURGICAL TREATMENT OF APPENDICITIS.* 





A. H. CORDIER, M.D., Kansas City, Mo.t 


In selecting this important topic to 
write on, I am imbued with a desire not 
only to bring before this society my views, 
but to elicit a discussion as well, that the 
deductions may be compared with my ob- 
servations, experience and understanding 
of the pathological history of, and the sur- 
gical procedure in the treatment of this 
frequent and dangerous affection. I am 
of the opinion that my statements will meet 
with a strong and vigorous opposition from 
some of the very best practitioners present, 
whose error (according to my opinion) is 
a mistake in the interpretation of the 
exact etiology and pathology of the dis- 
ease, and not engendered by a desire to 
oppose progress or to bar the surgical re- 
lief of these cases. 

All students of medicine and surgery 
have equal opportunities, in so far as the 
literature on this topic is concerned, to be- 
come familiar with its history and pro- 

gress, and it is true in this case as in many 

others of a like character, that our utter- 
ances are along the line of the teachings 
of books we have consulted, added to per- 
sonal experience. 

You will find the author or teacher of 
theory and practice of medicine, holding 
what he terms a conservative position on all 
subjects classified as surgical. For in- 
stance, the hemorrhoid has un ointment 
applied, the osteomyelitic tibia has a lini- 


} Read before Kansas City District Medical Society, 
Dec. 8, 1892. 


* Member of American Medical Association, Member 
‘of American Agsucintion Obstetrician, Correeponding 
Member of Philadelphia Obstetrical Society, etc., ete. 





ment and hot fomentations for weeks, 
while the disease with rapid strides gains 
ground and undermines the general physi- 
cal condition of the patient. 

From a surgical standpoint, we have 
men who are so desirous of tabulating a vast 
number of surgical cases, that the patient 
has only to diagnose his hemorrhoid, her 
cystic (?) ovary, or the presence of a phan- 
tom tumor, to press the button and the sur- 
geon will do the rest. While these decla- 
rations are a little overdrawn, both from 
a medical and surgical view, yet it is only by 
a difference in degree and not in kind that 
they can be called exaggerations. We 
have a medium in all things, both medi- 
cal and surgical, appendicitis and a few 
other rapidly death producing and recurr- 
ing processes, excepted. 

The location and tendency of a disease 
should place the radical or conservative 
stamp on the procedure for the relief or 
cure of the same. A hemorrhage from a 
small meningeal vessel may cause death 
speedily, if not immediately controlled 
by rational surgical procedure. A bleed- 
ing from the nose would be passed by as a 
trivial affair, requiring no farther treat- 
ment than that of conservatism—let it 
alone and it will stop of itself. 

I imagine that my position is now 
understood and that some of my friends 
present are ‘‘ laying ” for me. 

I have heard the subject of appendicitis 
discussed by the most learned body of 
medical and surgical gentlemen ever as- 
sembled in this country—where such men 
as Bryant and McCormack, of London, 
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Agnew, Price, Keen, Morton and As- 
hurst, discussed the subject from a surgical 
standpoint, while Da Costa, Pepper and 
others, spoke from the medical side. 
While these great surgeons with a vast ex- 
perience, asa unit, endorsed early operative 
in‘erference, the equally celebrated medi- 
cal gentlemen advised delays and tinker- 
ing, but all agreed that the disease was 
one attended with much danger, with a 
tendency to return, and that many of the 
cases required operative procedure for its 
relief or cure. 

T shall dwell upon the anatomy of this 
part of our muke up, only to call attention 


to the fact that the cecum and the appen- © 
dix have a peritoneal covering. At the . 


same time, | want to disabuse your minds 
(if any so believing are present) of the 
possibility of doing an operation for ap- 
pendicitis extra peritoneally. 

The appendix has only a slight vermi- 
cular movement to expel or dislodge any 
substance once in its cavity. Post-mor- 
tem examinations and surgical operations 
have demonstrated that with very rare 
exceptions (traumatic, typhoid, tubercu- 
lar, neoplastic) inflammations occurring 
about the head of the colon are, primarily, of 
appendicular origin, and that the exciting 
cause was some foreign body lodged in this 
functionless and dangerous rudimentary ap- 
pendage. It is the experience of surgeons 
that the disease is of cecal origin once only, 
in every one-hundred and fifty cases, so we 
can safely eliminate from the diagnosis or 
consideration of the pathology these ex- 
ceptions by their extreme infrequency and 
by the fact that they demand the same 
surgical procedure up to the point of 
establishing a positive diagnosis. 

A few years ugo ‘‘ inflammation of the 
bowels,” so-called, was of frequent occur- 
rence, and ‘idiopathic peritonitis” was 
not rare, the causes of both being a mys- 
tery unexplained up to the beginning of 
the true history of appendicitis and sal- 
pingitis. Since the pathology of these 
two intra-peritoneal diseases has been cor- 
rectly understood ‘* pelvic cellulitis” and 
‘inflammation of the bowels” are terms 
rapidly disappearing from our medical and 
surgical nomenclature. 

A body (grape, orange or cherry seed) 
having once entered the appendix, let us 
see what takes place. ‘The foreign body 
is there to stay, unless by accident it es- 
capes, as this tube has not the power to 











expel it. A cherry-stone in close confine- 
ment in the narrow prison, surrounded by 
moisture and warmth soon settles down to 
business, and, as a result of its presence 
and pressure, an ulcer forms beneath 
it. As this approaches the serous cover- 
ing, the ever-present pathogenic bacteria 
find an avenue of escape and swarm to- 
ward the peritoneum. The peritoneum 
with its endothelial covering, and the 
phagocytes at once begin an active war- 
fare with the intruders (Metschnikoff). 
Breastworks are built up from the dead of 
the conflict, and the war goes on or, for 
the time, peace is declared, according to 
which force is the stronger. 

Now, while this is taking place within 
the iliac fossa, the unfortunate victim is 
having a temperature from 96° F. to 105° 
F. according to the extent of peritonitis, 
amount of septic absorption, or intensity 
of the shock following a perforation. 
The breastwork is nothing more or less 
than an effort on the part of nature to 
wall-off and limit the destructive process 
that is threatening the general peritoneal 
cavity. 

The patient has a constipated bowel 
from two causes, one from a drying-up or 
a checking of the intestinal-juices, and 
want of peristalsis—too frequently as a re- 
sult of large and repeated doses of opium 
for the relief of the pain. He will have 
more or less tenderness in this locality, 
diffused or circumscribed according to 
the extent of the inflammatory processes 
within. McBurney’s point is painful on 
deep pressure in most cases, the excep- 
tions being where the appendix is not in 
its usual location. If the disease is very 
far advanced (I mean if the inflammatory 
deposits are at all extensive), you will be 
enabled to map out a well-marked dull- 
ness. 

Your patient will go from bad to worse 
in this stage of the disease, or, his fever 
may subside, his pain in part disappear 
(tenderness on deep pressure will remain), 
appetite return, bowels become regular and 
he muy be, so far as his general appearance 
goes, in good health. 

Now let me picture to you his local con- 
dition: Nature has for the time being 
built up a barrier, that holds the disease 
in check, but this fortification, you must 
remember, has within its walls the original 
source of the trouble,—it may be a f 

concretion, a grape, or an orange seed. 
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He is in danger of a relapse at anv 
time; and each time the disease is started 
up anew, there is added fresh complica- 
tions, the danger is increased and the like- 
lihood of your surgery being successful di- 
minished. His next attack may prove fatal. 

The diagnosis and the history of this 
disease is so thoroughly understood by all 
that it would be useless to dwell further 
on this point. 

In the matter of pathology and treat- 
ment, I am sorry to say, there is a want of 
unanimity in the profession that too often 
leads to dangerous delay in resorting to 
surgical procedures for the speedy relief of 
this condition. 

The medical treatment I will sum up in 
afew words. Of much import is the mint- 
mum of time in following out the medical 
course. Salines, in good full doses, arein- 
dicated above all other remedies, as the 
watery action produced by the salts is a 
good preparation for the surgery that 
must follow. All opium should be 
avoided, as it masks the symptoms and 
places the patient ina bad condition for an 
abdominal operation. Codeia, etc., etc., 
may be tried. Blistering does no good, 
besides leaving an infected surface to cut 
through. Indeed any case with symptoms 
so severe as to require a blister is grave 
enough to demand coeliotomy. Hot 
applications add to the comfort of 
the patient but produce an cedematous 
condition of the abdominal walls and do 
not add to the chances of recovery. This 
edema may mislead the surgeon as it 
gives a sense of fluctuation on exam- 
ination. Large warm water enemata, to 
which is added a teaspoonful of turpentine, 
will empty the colon of feces and gas, and 
ae make the patient more comfort- 
able. 

The technique of the surgical procedure 
must of necessity be such as to fulfill the in- 
dications in individual cases. In one 
case the appendix will have to be ligated 
and removed ; in another the appendix may 
be found lying loose in an abscess cavity, 
having sloughed at its junction with the 
cecum. Again you may find the appen- 
dix bound up in a mass of adhesions—the 
condition often found in delayed or re- 
lapsing cases. 

_ No major operation in surgery, where it 
18 performed early, has a lower death rate; 
and no capital surgical procedure has a 
higher mortality following it than this, if 
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postponed beyond the safe period for 
operation. I say following the operation 
because the deaths following the operation 
are due, in most instances, to the fact that 
the patient is dying at the time the opera- 
tion is performed. You cannot rescue a 
patient suffering with a diffused septic 
peritonitis, with fecal matter or other sep- 
tic material (pus) all over the omentum, 
mesentery and diaphragm. 

Gentlemen you must operate early on 
these cases and your results will be at- 
tended with an almost nil mortality. I 
believe the position taken by Prof. Keen 
is a correct one, when he declares, that 
the physician and the surgeon should see 
the case together right along from the day 
the symptoms point to an attack of appen- 
dicitis. 

If your patient does not improve in a 
few days (say three at farthest) under 
salines, restricted diet, etc., etc., I would 
advise resort to operation. Some cases 
die within a shorter period following the 
first manifested symptoms of the disease. 
Operate at once. Do not delay an hour. 
If the bowels do not move from the effects 
of the salines and the symptoms persist, 
even though mild, operate at once. A 
constipated bowel is always a bad symptom 
in this disease even though other symp- 
toms point to a mild attack. If in relap- 
sing cases (old abscesses) there is an indi- 
cation of septic absorption, we have 
special reason for immediate operation. 
Cases should be operated on before a sep- 
tic condition is developed. We should 
operate in children as soon as possible, for 
the disease makes quicker inroads in the 
young than in the adult. 

I desire to lay stress upon the fact that 
the heighth of the temperature and the 
severity of the pain in these cases cannot 
be used as guides to point out the indica- 
tions for or against an operation. The 
temperature may be, and in fact often is, ° 
subnormal, especially in the acute perfor- 
ative cases. The puin is often masked by 
large doses of opium. 

If you decide to wait at the solicitation 
of the patient or of the family, watch 
closely for the advent of alarming symp- 
toms and insist on an operation the mo- 
ment such are observed. I do not advise 
procrastination but we must consult the 
wishes of the patient and abide by his 
decision, even against our own better. 
judgment. 
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The surgeon who undertakes abdominal 
work should be familiar with all the com- 
lications liable to be met with in this 
ocality, and quick in his dealings with the 
same. The disease may have produced 
such wide-spread death of the intestines 
that an extensive resection and anastomo- 
sis may be necessary. 

Unless the surgeon has by constant 
study, experimental work and operative 
experience made himself acquainted with 
all these details he will find his inventive 
resources taxed to the uttermost to meet 
unlooked for complications. 

The diagnosis of inflammatory disease 


at the head of the colon by the painstak- . 


ing general practitioner, in the great ma- 


jority of instances, will be found to be 


correct and the only point of disagree- 
ment with the surgeon will be the patho- 
logy and, occasionally, the propriety of sur- 
gical treatment. This disagreement will 
persist so long as there exists a division 
of opinion on the point of origin of the 
disease, that is—did the disease originate 
in the appendix and extend to the cxcal 
region, or is it primarily of cecal origin? 
Gentleman, I assure you, it will be safe to 
say the appendix every time. 

I briefly report a few cases that it has 
been my lot to observe, either in consult- 
tation or as attending physician. I desire 
to preface the reports by the confessivn, 
that my management of some of the 
earlier cases now meets with my strongest 
condemnation, and asI recall these facts 
it is with a feeling almost akin to that of 
criminal negligence or unpardonable sur- 
gical timidity. 

CasE I. Miss B., age 20; German. 
This young lady was taken sick Feb. 28, 
1887. Had a severe chill. Had a pain 
in right iliac fossa radiating into the right 
lumbar region. This pain is paroxysmal 
in character but she has pain all the time 
(this is a diagnostic symptom in excluding 
colic and other non-inflammatory diseases. ) 
Has been vomiting a greenish, sour-smell- 
ing material, is sweating profusely (a bad 
symptom,) temperature 100, pulse 120. 
Bowels have not acted since 25th. (a con- 
stipated bowel is also an unfavorable symp- 
tom.) Pain on pressure over cecum. 
Dullness on percussion (this is the fifth 
day since she first complained, and the 
first time I saw the case.) Has had in- 
. fusion of senna with no results. I sug- 
gested an operation if improvement did not 
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begin soon, (I should have said operate at 
once) at same time prescribed large doses 
of morphine. (This I now recognize as an 
agent to. mask the symptoms and result 
in bringing about a false feeling of se- 
curity in the mind of the patient and the 
family, and even to put a staying hand on 
the better judgement of the surgeon and 
thus cause him to delay intelligent surgery 
which is too often responsible for the loss 
of valuable lives.) At my next visit I found 
her as she expressed it ‘‘ feeling better.” 
March 8, or ten days since the beginning 
of the attack, I find her much worse. 
On the night of March 10, she was taken 
with a most unbearable pain in the region 
of appendix, followed by profound shock 
(perforation of abscess wall and escape of 
pus into general peritoneal cavity). She 
died a few hours later. 

This young lady to-day, gentlemen, 
would be living in so far as this attack 
was concerned had she received the benefit 
of good, timely surgery. I have since 
operated early on very similar cases and 
saved them. . 

CasE II. April 5, 1889. I saw this 
case inconsultation. Mrs. L., aged thirty- 
four; mother. Three days before I saw 
this lady, she was taken with a chill (she 
had been feeling badly for several days), 
the temperature soon ran up to 105° F. 
(due to rapid absorption of septic material). 
She has great pain in cecal region, tender- 
ness localized. Bowels acted from effects 
of a dose of Epsom salts administered the 
day before. This was good treatment. 
An obscure sense of deep fluctuation is 
discoverable. Peculiar facial expression, 
seen in patients suffering with peritonitis 
or marked shock. I advised an operation at 
once, but my proposition met with a square 
and obstinate opposition from the uncle 
who had charge of the case. This was 
the last time I saw the case. Fifteen hours 
before her death she developed symptoms 
indicative of perforation, the shock fol- 
lowing lasted up to her death. No one, 
I trust, will question the propriety of 
urging early operations in like cases. Any 
case, even the mildest, may quickly assume 
this dangerous character. 

Cask III. This case was reported soon 
after its occurrence, as a case illustrating 
the position taken by some writers, even 
at this date (I was of same opinion at that 
time), that fecal impaction is a frequent 
cause of inflammatory processes in this 
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locality. The post-mortem a few months 
later revealed a cancer of the cecum. 

Mrs. H., age 30, mother. I saw this 
case in consultation. For some time she 
had noticed an enlargement in region of 
c#cum, movable, painless and doughy (?) 
to touch. Has had colic pains for a month, 
constipation alternating with diarrhma. 
Temperature 108° F., pulse 124. Some 
pain in abdomen. I diagnosed the case as 
one of fecal! impaction of cecum, with a 
mild attack of perityphlitis. I saw hera 
week later and found her ‘‘about the same.” 
Entered in my record book at this time, 
‘‘ This is one of the cases of perityphlitis 
in which a delay of surgical procedure is 
not only justified but desirable.” 

CasE IV. Willie K., age 20, male. 
November 20, 1892. I was called to see 
this young man in consultation with Dr. 
Smolt, of Nickerson, Kansas. The doctor 
had diagnosed the case correctly and in- 
sisted on early operation, but owing to the 
the fact that the patient’s parents lived in 
Buffalo, N. Y., some valuable time was 
lost in getting the father’s consent. At 
the time I operated, the temperature was 
96.5° F., (please note this fact, as a high 
temperature does not necessarily accom- 
pany the worst form of the disease). His 
pulse was 55. He was hiccoughing and 
vomiting frequently, countenance pinched, 
cold,clammy perspiration all over the body. 
In fact, his condition was one, the outiook 
of which was certainly very unfavorable. 
Without an oneration death was near at 
hand. 

The operation was quickly performed, 
only twenty minutes of anesthesia. An 
inflammatory mass as large as the closed 
hand was found surrounding a diseased 
and perforated appendix. A cherry stone 
was lying loose in the abscess cavity. A 
perforation at the junction of the appen- 
dix to the cecum was found and left open; 
no attempt to remove the appendix was 
made. The abscess cavity was carefully 
Irrigated and cleansed with peroxide of 
hydrogen, a rubber drainage tube intro- 
duced surrounded with iodoform gauze; 
a large opening was left through which 
the contents of abscess might escape. 

While this operation was not an ideal 
one in its completeness, it was certainly 
good surgery as the results in the case 
show. The young man to-day is up and 
about his room. The appendix will prob- 

y atrophy, the inflammatory mass will 


Original Articles. 5 


in a great measure, be absorbed, and that 
locality will in all probility cease to give 
him further trouble. Should it threaten 
him with another attack, an early opera- 
tion, before he is in the very grasp of 
death, shouid be performed and the mass 
broken up or the appendix removed. I 
do not think this will be necessary. 

I submit to you for discussion, the fol- 
lowing deductions: 


Ist. This is a disease of frequent oc- 
currence and one attended with much 
danger. 


2d. The disease primarily located in 
the appendix, may exist for months 
or years in a semi-latent state before well- 
marked or alarming symptoms develop. 


3d. That inflammatory diseases located 
about the head of the colon, in the great 
majority of cases, owe their origin to a 
diseased, ulcerated or perforated appendix. 


4th. The percentage of death from this 
disease will continue to diminish in pro- 
portion to the correct understanding of the 
pathology and the recognition of the neces- 
sity of early surgical relief being resorted 
to. 


5th. All recurring and all _ well- 
marked cases of appendicitis should 
be operated on at once. This applies 
with special force to patients who have had 
a number of attacks and are contemplating 
a journey to localities where skilled sur- 
gical aid can not be quickly obtained. 


When the soft tissues are crushed and 
the surgeon is in donbt where to operate, 
and waits for the line of demarkation to 
form, poultices should not be used, for 
they sodden and thus weaken the tissues. 
Hot water should be applied every hour 
for five to ten minutes at a time, and dur- 
ing the interval the part should be wrapped 
in hot dry cotton. 


The physician may give advice on to- 
bacco in a general way, but he will find 
very few patrons who will tolerate his 
presence professionally if he advises them 
to drink less coffee, to smoke fewer cigars, 
to chew less tobacco or to take less whisky. 
They think they know what is good for 
them better than the men who make a 
life-study of the causes of disease, and 
know why and how they undermine health . 
and life.—Az. - 
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SOME SUCCESSES AND FAILURES WITH ELECTRICITY IN 
GYNECOLOGY. 


A. LAPTHORN SMITH, B. A., M. D., M. R.C.S., EnGuanp. 


My experience with electricity in gyne- 
cology has been limited to: 

1. Positive Galvano-Punctures. 

2. Negative Galvano-Punctures. 

3. Positive Intra-uterine Applications 
of Galvanism. 

4. Vagino-abdominal Applications of 
Galvanism. 

5. Intra-uterine Bipolar Fine-wire Far- 
adism. 

6. Vaginal Bipolar Fine-wire Faradism. . 

7%. Intra-uterine Coarse-wire Faradism. | 

8. Vaginal Bipolar Coarse-wire Fara- 
dism. 

9. Vagino-abdominal Coarse-wire Fara- 
dism. 

Positive Galvano-Punctures.—I have 
had one very marked success with positive 
galvano-puncture in a case of enormous 
uterine polypus, in a patient who was go ex- 
hausted with hemorrhage that no surgeon 
would dare to give her an anaesthetic in 
order to remove the polypus, which was 
the size of a seven months’ foetal head, 
and nearly filled the pelvis. Half a dozen 
positive galvano-punctures were made into 
the tumor as a palliative measure, with 
the result that the hemorrhage and _ pro- 
fuse watery discharge were stopped, and 
the patient improved so much in health 
that she would not entertain the proposal 
to remove the tumor, apparently suffering 
no inconvenience from it. I followed her 
up for about a year, since which I have 
lost track of her. Although I employed 
currents of 150m., the treatment was 
absolutely devoid of pain. 

On the whole I am opposed to galvano- 
puncture, having lost one case through an 
error of diagnosis and neglect of strict 
antiseptic precautions ; and having, in 
another, caused a good deal of sufferin 
without proportionate results. My chief 
objection to it, however, is that it almost 
surely causes adhesion, which in case of 
the necessity ever arising for removal of 
the uterus, would greatly increase the 
difficulties. of the operation. A minor, 
but still important objection to punctures 
is that they frighten the patient away from 
continuing the treatment. 

I have to record one complete failure with 
negative galvano-punctures to relieve the 


pain of an impacted non-bleeding fibroid. 
The death above referred to is the only 
fatal or even dangerous accident I have had 
since I first began the use of galvanism. 

With positive intra-uterine applications, 
on the contary, my success has_ been 
almost invariable. I have employed them 
in rapidly-growing bleeding fibroids, in 
subinvolution, in fungous endometritis, 
and in menorrhagia from other causes, the 
disease having been arrested in about 90 
per cent. of the cases. Success has been 
due to attention to the following points : 

Correct diagnosis ; the introduction of 
a solid or flexible sound the whole depth 
of the uterus ; the employment of a suffi- 
cient current strength to furnish at least 
25 milliamperes to each square centimetre 
of surface of the sound, and the rigorous 
following out of the aseptic and all the 
minor details of the method as laid down 
by Apostoli One of my failures (Miss B.) 
to arrest hemorrhage with positive intra- 
uterine application of galvanism was due 
to the eating into asmall uterine sinus 
with the end of the electrode, which, at 
that time, I was not in the habit of taking 
the precaution of insulating with a little 
wax. 

This case would have been a complete 
success had it not been for this accident, 


“but owing to the slight hemorrhage lasting 


however, two weeks I was led to class it 
as a failure and the uterus was removed. 
The patient made a good recovery and is 
now enjoying good health. 

It is interesting to note that, although 
she received over 50 strong applications 
with the clay electrode on the abdomen, 
there was not found the slightest sign of 
an adhesion anywhere, except at a small 
spot at the back of the uterus where the 
latter had been ruobing on the brim of the 
pelvis. 

Another failure, Miss S., ‘was due to the 
condition of the appendages which pre- 
vented me from giving adequate doses. 
By the aid of a little anwsthetic occasion- 
ally, I was able to give her 100 applica 


tions, lasting each from seven to ten min- 


utes and of an average strength of 100 
milliamperes. The tumor was reduced in 
size one-fourth, the hemorrhage was re 
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duced fully three-fourths, and the patient 
regained her color. But her home being 
a thousand miles away, and as she feared 
that the hemorrhage might recur when 
she would not be able to recur for treat- 
ment, she urged me to perform hysterec- 
tomy, which I told her was the only ab- 
solutely certain treatment that would pre- 
vent hemorrhage returning. At the oper- 
ation there was not a sign of an adhesion 
anywhere after 100 applications of galvan- 
ism, some of the doses going as high as 
175 milliamperes. She made a rapid re- 
covery, and is now in excellent health, 
performing her duties as principal of a 
high school where there are 600 girls. So 
far from the treatment with electricity 
making the operation more difficult and 
complicating it with adhesions, I felt con- 
vinced that it had placed her in a much 
better position for undergoing it. I cer- 
tainly should have dreaded undertaking 
the operation while she was in the exsan- 
guinated condition which she presented 
when she first came under my care. If 
she had resided in this city, or anywhere 
where she could have reached me and re- 
ceived further treatment in case of a re- 
turn of the bleeding, she would not have re- 
quired to have undergone the operation 
at ail. 

In another case of failure with the posi- 
tive pole (Miss S.,) in the uterus, the pa- 
tient had been sent to me with a diagnosis 
of fibroid, which had been made and con- 
firmed by several leading surgeons. The 
tumor at first diminished in size, and the 
patient’s general health was much im- 
proved, but after a time it suddenly began 
to grow again, when I sent her to the 
hospital for operation, at which I was pre- 
sent. The tumor proved to be a sarcoma 
of the ovary into a depression in which 
the uterus was imbedded, rendering it 
difficult to differentiate the one from the 
other by digital examination. 

A brilliant success, however, was a Mrs. 
P., who had bled so much that, as a last 
resort, a leading gynecologist in the city 
had packed her with ice. I kept her tam- 
poned with alum tampons for a few days 
until I could improve her enough to 
be carried to my office. The introduction 


_ of a soft bougie to measure the depth of 


€ uterus caused the blood to pour out on 
to the floor of my office before I had time 
to catch it. Her skin was waxy and ab- 
tolutely colorless. After twenty or 
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twenty-five applications her periods be- 
came perfectly normal, and have remained 
so for several years. I took the trouble 
to hunt her up a few months ago to pre- 
sent her to the medical society, and found 
that she had been in perfect health ever 
since, suffering no inconvenience what- 
ever from the tumor which had been re- 
duced fully » third. This woman would 
surely have died whether she had been 
operated on or left alone; in fact, no one 
would have dared to operate on her in the 
almost puiseless condition in which I first 
saw her. 

Another brilliant success was Mrs. S8., 
an artist by profession, who had almost 
become a hopeless invalid, but, who after 
only fifteen applications of galvanism was 
restored to almost perfect health, and has 
not lost a day from her work since. The 
tumor was reduced a third in size, and she 
suffered no inconvenience from it what- 
ever. It is now three years since the last 
application, and she has had no relapse. 
Another successful result from the posi- 
tive pole in the uterus was Miss A., 
chambermaid in the Windsor Hotel, who 
was about to abandon her occupation when 
she came under my care, but after fifteen 
applications was able to resume her work, 
and has been well ever since—now two 
years ago. j 

Mrs. X., wife of a physician in this city, 
used to bleed so severely that she had to 
pass a week out of every month in bed, 
with her feet raised and her head low, and 
even then she would faint repeatedly; after 
ten applications was so much improved 
that she was no longer obliged to remain 
in bed at all. I subsequently curetted 
the uterus and repaired the lacerated cer- 
vix and perineum, and now she is enjoy- 
ing very fair health. 

Miss A., was sent to me from Scranton, 
Penn. She was an expert stenographer, 
but was unable to keep asituation because 
for ten days in every month she had to re- 
main in bed. If she attempted to remain 
up, large clots would come away, so that 
she would have to stand in the office over 
a newspaper and allow them to fall on it, 
besides which she would saturate a dozen 
napkins a day with theserum. After 100 
applications her periods came down to 
three days, and she is now married. 

Mrs. P., from a distant city had to be 
carried into my office, but was able to 
walk a distance of two miles after having 
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received ten .applications. She received 
in all 50 applications, the last one three 
years ago, she has remained well ever since. 

One of my most recent successes is Mrs. 
F., of this city, who was affected with 
severe hemorrhages, and who after about 
20 applications was relieved of all her 
symptoms. There has not been any re- 
turn of the hemorrhage since leaving off 
the treatment three months ago. 

Two cases which were sent to me as 
bleeding fibroids were not cured by elec- 
tricity, as they subsequently proved to be, 
one sarcoma, and the other epithelioma of 
the uterus. 

In both, however, the hemorrhage was. 
arrested, although one has since died and 
the other will soon die. 

All the cases so far mentioned, with the 
exception of the last two of cancer, were 
cases of bleeding fibroid tumors of the 
uterus and they were all in women under 
40 years of age. ‘They were all treated 
with positive intra-uterine applications. 
In another case of a woman, Mrs. N., who 
had been bleeding steadily for a year, and 
who had also a bad lacerated cervix, there 
seemed no doubt about the cancerous 
nature of the disease. Hemorrhage was 
permanently arrested by only half a dozen 
applications of the positive pole. My 
success in this case led me to entertain 
the hope that we had at hand a cure 
for uterine cancer, but in another case far 
advanced the treatment proved an utter 
failure. If it is to be of any use the cases 
must be seen early. 

Besides these 15 cases I have treated 
about 45 cases with the positive intra- 
uterine pole, for other conditions, princi- 
pally for fungous endometritis, endome- 
tritis with hemorrhage at the periods, but 
also in cases of subinvolution. Of these 
45 cases I can only recollect two failures 
to arrest the hemorrhage. In every case the 
depth of the uterus was diminished. There 
has been no failure to produce this result. 
In one case the effect was especially gratify- 
ing. Anoldlady with her womb lacerated, 
large and heavy, hanging between her legs, 
to whom I administered about half a dozen 
positive applications followed by coarse 
wire faradism. The womb became re- 
duced toits normal weight so that a little 
toning up of the supports rendered them 
able to keep the organ within her body, 
where it remained till her death, two 
years later, from apoplexy. 
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The following cases were treated with 
negative intra-uterine galvanism, and gave 
me some of my most brilliant results. 

Miss W., who had suffered agony for 
several years from pressure on the urethra 
and rectum, and was obliged in conse- 
quence to abandon her occupation as cook 
in agentlemen’s family, was completely 
cured four years ago by about 20 applica- 
tions, so that she was able to start and 
carry on sucessfully a large boarding house 
for which she now does both the cooking 
and the catering. The last time I exam- 
ined her the tumor could not be felt. 

Mrs. D., from a town near here, had 
suffered for 8 years from pressure symp- 
toms, but not from bleeding, from a large 
intestinal fibroid. Her health had been 
completely broken down by the large 
quantities of morphine which her suffer- 
ing necessitated. One hundred applica- 
tions cured her, so that two years after- 
wards her physicians wrote me that the 
tumor had entirely disappeared.  l- 
though it is now over four years since her 
treatment, menstruation is regular and 
painless, and she continues in excellent 
health. 

Miss McP., suffered so much from 
pressure symptoms that she was obliged 
to give up her situation as cook. Her 
tumor was growing rapidly. After about 
20 applications the growth was arrested, 
and she felt so well that she entered the 
writer’s service, where she has ever since, 
now five years, performed her duties with- 
“out interruption. 

Mrs. D., from Holyoke, had a large 
submucous fibroid which was growing 
rapidly. After the first application there 
was no increase, while after the tenth there 
was so much diminution in the size of her 
waist that she decided that she was cured, 
and started for home. She was taken 
with severe expulsive pains on the train, 
and soon after reaching home she gave 
birth to a broken down fibroid about the 
size of a seven months child’s head, since 
which she has enjoyed good health. 

In half a dozen other cases of fibroid 
the pains and pressure symptoms were 
fairly well relieved by negative applica- 
tions. 

In the treatment of dysmenorrhcea | have _ 
had some very gratifying results, so that 
I can say that 1 know of no treatment ex- 
cept removal of the appendages which can 
offer such good prospects of relief. Since. 
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reporting nine cases of dysmenorrhoea 
cured by negative galvanism, I have added 
half a dozen more to the list, while only 
one has utterly failed to be relieved, and 
one relapsed until she received two more 
applications, since which she has remained 
well. 

With sacro-abdominal application of 
galvanism I have not had any marked 
success, although I have only given ita 
limited trial. 

With vagino-abdominal applications, 
I have seen the tender, enlarged 
and prolapsed ovaries become lighter, 
painless and to disappear from Doug- 
las’ cul de sac. I have also on three 
occasions seen the uterus, which was pre- 
viously bound down and _ retroverted, 
become movable. While I can hardly 
believe that organized bands of adhesions 
can be dissolved, or, in the words of the 
electro-therapeutical poet, ‘‘Melt away 
like snow before the summer sun,” I can 
believe that such a powerful alterative may 
so improve the circulation in the lymph- 
atics that soft or liquid exudations may be 
reabsorbed. 

With dipolar fine-wire faradism, I have 
treated at least 50 cases, principally of 
inter-menstrual pain, due to neuralgia of 
the uterus and ovaries, and of varicocele 
of the pampinniform plexus. I have 
sometimes used it in some of the above 
mentioned cases of fibroid in order to 
establish tolerance for the galvanic current. 
For any kind of pain in the pelvis, in 
which no organic disease of the uterus or ap- 
pendages could be felt by careful bimanual 
examination, I have found bipolar faradism 
invaluable. 

Where it has failed to relieve, subse- 
quent operation has revealed undiagnosed 
pus in the pelvis, for which, of course, 
there is only one treatment, and ‘that is 
evacuation. I have sometimes used it in 
the uterus, but most often in the vagina, 
which seems to be much safer and almost 
a8 effectual. 

With coarse-wire furadism I have also 
had very satisfactory results in cases of 
retroflexion due to atony of the uterus 
and aleo in cases of prolapsus. In one 
case of procidentia of a very advanced 
type it failed to keep the uterus up; but 
in at least a dozen other cases of more 
moderate degree in which the uterus was 
not much enlarged, a few applications of 
Coarse wire faradism toned up the relaxed 
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vagina and perineal muscles, especially 
the levator, and that the women have 
declared that they were greatly relieved, 
and some of them have even returned each 
succeeding summer during the hot weather 
to have their pelvic contents toned up. 

The subinvoluted uterus, like the uterus 
at the end of pregnancy, responds very 
readily to the faradic stimulus, and any 
one who has employed coarse-wire bipolar 
faradism in the vagina cannot have failed 
to notice how the electrode is grasped by 
the sphincter of the vulva and drawn up 
by the levator ani. 

Vagino-abdominal coarse-wire faradism 
I have used several times with the view of 
shortening the round ligaments, as it has 
been demonstrated that the freshly re- 
moved round muscle will, when stimulated 
by the faradic current, lift a weight of a 
pound and a half off the table. But the 
result was too slow in coming, so I was 
tempted to perform Alexander’s operation 
instead. 

As this paper is entitled some “suc- 
cesses and failures with electricity in 
gynecology,” I have not given a very 
detailed account of every case. It is 
rather a general stock-taking after nearly 
five years experience with it. 

As far as I know the harm I have done 
with it has been limited to one death and 
two miscarriages all due to mistakes in 
diagnosis. I believe that I have saved at 
least 20 women from operation and three 
or four from death, while I am absolutely 
positive, certain electrophobists to the 
contrary notwithstanding, that in those 
whom I treated with electricity, but whom 
I did not save from operation, the opera- 
tion was in no way rendered more difficult 
thereby, but in all  proubability their 
chances were improved, all of them having 
made easy recoveries.: 

I think it is unjust and unfair for my 
friend, Dr. Joseph Price, and others to 
lay all the blame of adhesion on electric- 
ity when they know as well as I do that 
these complications are met with in cases 
which have never been touched with elec- 
tricity, while on the contrary they know 
that cases which have been treated for a 
year with electricity were found at the 
operation to be absolutely free from ad- 
hesions. 


A hot infusion of capsicum is recom- — 
mended for hiccough. 


Clinical Lectures. 


Vol. Ixviii _ 


CLINICAL LECTURES. 





CARCINOMA UTERI.* 





E. E. MONTGOMSRY, M. D., Pairape.paia.t 


Ladies and Gentlemen:—I show you a 
atient thirty-five years of age, native of 

Russia, who, unable to speak English, af- 
fords us a very imperfect history. She 
had none of the diseases of childhood, and 
enjoyed excellent health until after the 
birth of her lastchild; married at eighteen, 
has had eight children; five died in in- 
fancy, three living and healthy. All her 
labors were nurmal and she has had no 
miscarriages. 

After the birth of the last child, 
menstrual periods occurred at intervals of 
two weeks; flow was profuse, no pelvic 
pain. Nine weeks ago she was so weak as 
to be unable to go about. She at present 
complains of intense pain along the thighs 
and of headache. The other symptoms are 
gastric; burning sensations in the stomach 
and along the csophagus; flatulence, 
vomiting. bowels obstinately constipated, 
urine negative. She has a profuse watery 
discharge from the vagina, greenish in 
color, andwith an exceedinglyoffensive odor. 

Now the history of this patient, 
her age—thirty-five years—married at 
eighteen years, suffering for three years 
from profuse menorrhagia, and profuse 
hemorrhage occurring as often as every 
two weeks, severe pain and profuse offen- 
sive discharge. These symptoms would 
at once cause you to suspect some serious 
diseases of the genital tract. In examin- 
ing the patient we find the vagina filled 
up by a mass, projecting into it from the 
right side, and anteriorly a large mass 
which on its lateral surface is smooth in 
outline; as we pass toward the central 
part it is quite friable. This mass is 
found to fill up the pelvis, pressing upon 
the surrounding organs and is so friable if 
we make much pressure against it, it 
would break down and hemorrhage would 
result. We have here a degeneration 
which is without question malignant. 

Diseases of this kind are much more 
likely to be found in women of an older age 
It occurs more brary ofl near the climac- 
teric, or immediately following it. Itisa 
condition which is found with greater 
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frequency in women, who like this one, 
have borne a uumber of children. While 
it occurs with greater frequency between 
the ages of forty or fifty, its presence 
should not be overlooked when symptoms 
such as these present themselves in young 
women, as I have seen a patient in this 
house dying with cancer who was but 
twenty years old. As we have alrealy 
said, it occurs more frequently in women 
who have borne a number of children 
The cervix is the usual seat of the dis- 
ease. We can readily understand why the 
woman who has borne a number of chil- 
dren and has consequently suffered lesions 
during parturition, which have been but 
partially repaired by the processes of Na- 
ture, should be more likely to suffer from 
such degenerations. ‘Tissue of low vital- 
ity, subject as it is to frequent irritation, 
is likely to take on malignant change. 

Because the disease, however, occurs 80 
frequently in women who have given birth 
to chiidren, and is in the majority of cases 
found in the cervix, it should not be for- 
gotten that it may occur in women who 
have never been pregnant, and _ is also 
found in the body of the uterus. I had a 
patient in this house, about fifty years of 
age, suffering from hemorrhage, who had 

-an unruptured hymen and yet the entire 
cervix was destroyed by an epithelioma. 
In about two per cent. of the cases the 
disease is found in the body of the uterus. 
The disease begins in the glandular tissue 
of the organ, and subsequently invades by 
processes of infiltration the subjacent mus- 
cular structure, until the entire organ may 
be involved. 

The symptoms of the disease will 
depend much upon its form. Thus, 
in the epithelioma we may have ex- 
tensive cell proliferation, formation of 
large masses, oftentimes cauliflower in 
character, which may fill up the entire 
vagina, are comey friable, breaking 
down under the touch, and bleed from the 
slightest irritation. In these cases pain is 
not usually a marked symptom. Some 
patients indeed, go through the entire 
progress of the disease without suffering 
from pain. In the variety known as scil- 
rhus, there is a firm infiltration of the 
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walls of the uterns, giving rise to a hard, 
dense mass. In these cases the pain is in- 
tenee, due without question to the pressure 
upon the involved nerves; one of the ear!- 
jest symptoms is hemorrhage. This may 
be an increase of menstrual flow, a slight 
bloody discharge in the intervals, or a re- 
turn of bloody flow after the establishment 
The occurrence of 
hemorrhage should always be considered 
a suspicious symptom, indicating the 
necessity of careful examination of the 
enital tract to determineits cause. While 
De niehane at the climacteric, or follow- 
ing it, is usually regarded as a suspicious 
symptom of malignant disease, it does not 
always necessarily follow that such disease 
is present. I remember some years ago 
being called in consultation to see a 
atient forty-five years of age, who had 
had two children, was suffering from ir- 
regular menstruation with severe pain. 
Examination disclosed the cervix appar- 
ently normal; the mere introduction, how- 
ever, of the sound into the uterus was fol- 
lawed by profuse flow. Her age, associa- 
tion of pain, and hemorrhage, led me to 
believe that she was suffering from malig- 
nant disease of the mucous membrane of 
the body of the organ. The removal of 
the uterus was advised and was subse- 
quently done by the vaginal method. 
Upon opening the organ I was much dis- 
comforted to find that the hemorrhage had 
resulted from a submucous fibroid the 
size of a hickory nut in the wall of the 
fundus. For this reason I say that such 
patients should be subjected to a very 
careful examination to determine certainly 
that the disease is not malignant. Hem- 
orrhage may also result from a papillary 
growth of the uterine mucous membrane, 
which, while it is not malignant, may 
possibly be a forerunner. These patients 
usually, however, are cured by careful 
curetting of the cavity. 

Another constant or early symptom of 
malignant disease is offensive discharge. 
This, not unfrequently, is thin and watery, 
giving an odor of decaying flesh. It is 
very noticeable to the patient and those 
who may come in close proximity to her. 
the discharge arises as a result of a break- 
Ing down of the infiltration, and taken 
together with hemorrhage and with pain, 
is 8 very reliable symptom. - It should not 

forgotten, however, that the patient 
may have an abortion and retained pla- 


¢enta, or portions of the decidua which 
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may disintegrate and undergo putrid de- 
composition. causing an offensive odor. 
Then, too, fibroids of the uterus may have 
lost their vitality, become sensibly sepa- 
rated from the wall of the organ to such a 
degree as to slough, giving rise to thin, 
watery discharge, to an odor of putrid 
flesh, sc that even this symptom requires 
careful physical examination before it can 
be considered as a pathognomonic sign. 

In enumerating the symptoms, then, of 
cancer, we have: hemorrhage, rarely absent; 
offensive discharge, usually present; pain 
of a radiating character, sharp, lacinat- 
ing, sometimes felt in the sacral and 
lumbar regions, extending down the 
thighs, not necessarily a constant symp- 
tom. 

After the disease has continued for a 
length of time, as a result of hemor- 
rhage, or the loss of rest, and pain, with 
the drain from the discharge and the ab- 
sorption of septic material, the patient be- 
comes anzmic, pale, emaciated, presents 
a sallow, cachectic appearance, the result 
of septic absorption. This cachectic ap- 
pearance, of course, may’ be associated 
with other conditions, as loss of blood, 
from presence of fibroid, severe hemor- 


-Thage following an abortion, with reten- 


tion of decomposed clots or placenta and 
the absorption resulting from it.. As the 
disease pursues an uninterrupted course, 
we find it extending from the structures 
first. involved to those in the immediate 
proximity, involving one or the other lip 
of the uterus, extending into the vagina, 
infiltrating its walls and subsequently in 
processes of ulceration, opening either in- 
to the bladder or rectum, or in some cases 
into both, producing thus a cloaca into 
which urine, feces, and discharges mix, 
giving rise to the most offensive odor that 
could be possibly imagined. 

As the disease progresses it is rare to 
find the peritoneal cavity opened by it, for 
the reason that Nature interposes a barrier 
of lymph, the parts become thickened and 
the cavity thus shut off. 

In a patient with the disease so ex- 
tensive as the one we have _ before 
us, we will ask, ‘‘ What shall be done?” 
So far as any attempt at radical cure, 
nothing. The disease has extended 
beyond the uterus into the pelvic struct- 
ures to such a degree that no operation 
could accomplish its entire removal. Any 
operation cousequently is worse than use- © 
less. Itis not right to subject the pa- 
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tient to a dangerous operation which af- 
fords no hope of radical cure. _ In this pa- 
tient, the use of the curette, cutting away 
the diseased tissue, will decrease for a 
time the unpleasant odor, might possibly 
arrest hemorrhage, but upon the denuded 
surface thus formed, the cancer cells would 
implant themselves, infiltration would be 
more rapid and the death of the patient 
occur sooner than if we did nothing. ‘The 
use of the cautery or caustics, after curett- 
ing in some cases, is attended with very 
beneficial result, patients recovering for 
a time, appearing in fairly good health 
until the disease again has extensively de- 
veloped. 

There are other cases, however, 
which may appear fully as promising at 
the time of operation, in which the method 
of treatment seems, if anything, to hasten 
the progress of thedisease. Where the dis- 
ease involves the anterior lip, and extends 
from it to the vaginal wall, we pot unfre- 
quently find the infiltration pressing upon 
the orifices of ureters, giving rise to diffi- 
culty in passage of urine. Its accumula- 
tion consequently in the kidneys causes 
the development of an uremic condition 
which hastens the fatal termination, and 


during which, as a result of its retention 


in the blood, the patient is much less cog- 
nizant of pain. In this respect it is a 
rather satisfactory form of progress. 

In this patient nothing remains but to 
make her as comfortable as can possibly be 
done during the remainder of her life. In 
order to do this we will direct that ano- 
dynes shall be given, to give her restat night 
and ease her pain. In giving anodynes, 
it is well enough not to begin with opium 
or morphine, but rather to save these 
agents for a later period, giving in their 
place a palliative, as hyoscyamus, chloral, 
and the less active anodynes, not to save 
the patient from the formation of the 
opium habit, but rather to economize 
the effects of that drug, so that when she 
reaches a period or stage of the disease 
in which it is needed, we may have 
it still to resort to. 

Locally, patients should be given 
vaginal enemas, bichloride or acid 
sublimate solutions, solutions of sul- 
phurous acid or carbolic acid, or what 
is more effective probably than any, a solu- 
tion of thymol, the latter agent for the 
purpose of removing the offensive odor. 
The patient should be kept in aroom that 
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is well ventilated, and in the late stages of 
the disease, where the odor is marked, she 
should wear at night a skirt of oil cloth or 
rubber pinned about the waist in order to 
prevent her being offended by the exhala- 
tions rising. 

We have already spoken of the 
method of curetting the uterus and the 
subsequent application of caustic. This 
treatinent was suggested by Sims but later 
developed by Van deWarker. It consists 
in cutting away as much of the diseased 
tissue as possible, drying the surface and 
controlling hemorrhage by packing the 
vagina with cotton saturated with Mon- 
sell’s solution. At the end of twenty-four 
hours this packing is removed, the sur- 
face cleansed and then packed with cotton 
saturated with a solution of chloride of zinc, 
varying in strength according to the ex- 
tent of the disease. When there is quite 
a thick wall, affording opportunity for ex- 
tensive slough, without destroying immedi- 
ate structures, a saturated solution may be 
used. Where the intervening layers are 
thin, it may be used in the strength of six 
drachmstotheounce. In using the caustic 
it is very important to carefully protect the 
healthy tissues and walls of the vagina by 
covering it with an ointmen: consisting of 
two drachms of bicarbonate of soda with 
an ounce of cosmoline. The cotton tam- 
pons wet with a solution should be care- 
fully squeezed out so as not to have any 
superfluous fluid to run over the pelvic 
A tampon of cotton should be 
applied below it and then one wet witha 
saturated solution of bicarbonate of soda. 
Bicarbonate of soda decomposes chloride 
of zinc and thus destroys its caustic action. 
Even with these precautions, however, un- 
less very great care is taken, the superflu- 
ous fluid will run over the vagina, giving 
rise to considerable cauterization of the 
outlet of the canal. A case occurred in 
the practice of a gentleman of this city, 
in which the application of this caustic 
resulted in a slough of vaginal walls, caus- 
ing an opening into the bladder and rec- 
tum and with an extensive sloughing of 
the diseased tissue of the uterus. ‘The 
patient recovered from the operation with 
a recto-and-vesico-vaginal fistula. The 
tissues contracted, making the canal 90 
small that it was impossible to dilate it~ 
sufficiently to repair and close these fis 
tula. The condition of the patient con- 
sequently was a deplorable one; one m 
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which death would have been preferable. 


In the patient we have before us, I do 
not consider that this plan of treatment 
would be applicable, for the reson that 
the intervening wall between the bladder 
and vagina would be opened, and possibly 
that also of the rectum. The tampon 
should be removed at the end of forty- 
eight hours or earlier, if there are indica- 
tions of developing sepsis; the patient 
kept in bed and douches used twice a day 
subsequently until the slough has com- 

letely separated and the surface granu- 
ated. Throughout the tenth day it is 
quite important to have the patient 
watched carefully for fear that hemor- 
rhage may result through opening of 
large vessels from the slough. If there is 
a tendency to bleeding, the nurse should 
be directed to use a vinegar douche and 
this followed, if necessary, by a douche 
containing the per sulphate of iron. If 
we are called to see a patient before the 
disease has extended outside the uterus, 
or while it is still confined within the 
organ, whether involving the cervix or the 
body, the operation, above all others, to 
be considered is the extirpation of the 
uterus. To determine the condition, 
however, and, whether such an operation 
is suitable, we should not be content with 
vaginal examination alone, but should 
always examine by the rectum. By so 
doing we are enabled to ascertain the ex- 
tension of the disease to the posterior 
surface of the broad ligament, the infil- 
tration that would thus result, nodules 


that may be present and the movability of 
the uterus. 


It is true that operations are done 
for amputation of the cervix where 
malignant disease is confined to one or the 
other lips of the uterus; but when we con- 
sider that the disease extends to a greater 
degree along the mucous membrane, we 
can readily understand that there may be 
cells situated above the point at which 
amputation takes place, which will be the 
nidus for subsequent development of the 
disease. 

It would seem that the removal of 
the uterus is just as certainly indicated 
i cancer of any portion of it, as would be 
the removal of the entire breast where one 

of this organ is the seat of malignant 


With the importance of rectal ex- ° 
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amination in such cases, I was very thor- 
oughly impressed some years ago, upon 
examining a patient whom I had already 
advised to undergo vaginal hysterectomy. 
At a second visit she informed me she had 
considerable irritation of the rectum. I 
made an examination and found extensive 
ulceration and infiltration of its wall with- 
out any direct indication or connection 
with disease of the uterus. The presence 
of this condition in the rectum, precluded, 
of course, any operation. If I had ne- 
glected this, the patient might have been 
subjected to a hysterectomy, and the rec- 
tal trouble overlooked. The extirpation 
of the uterus by vagina is not necessarily 
a very dangerous one. In the hands of 
such men as Martin and Leopold, the mor- 
tality has been reduced to but little more 
than five per cent. The operation is one, 
in favorable cases, that can be very readily 
and speedily performed. It consists in 
making an incision behind the cervix, 
which is firmly held by a Volsellum, the 
tissue pushed off in front, and behind, 
until the peritoneum is reached. The 
vagina is opened posteriorly and a sponge 
attached to it to hold up the intestines 
and prevent the peritoneal cavity from 
being soiled with blood. The opening is 
then made through the peritoneum ante- 
riorly, leaving the organ attached by its 
broad ligaments. Upon the finger, one 
blade of the modified Greig-Smith clamp 
is passed behind the broad ligament. The 
other blade is passed in front. These are 
locked and the external end screwed down, 
until the broad ligament is thoroughly 
compressed. This ligament is then cut 
off close to the clamp, the uterus dragged 
down, the.clamp applied to the opposite 
side and it cut off as well. The clamps 
are now held one on either side of the 
vagina and the sponge withdrawn from 
the cavity. The vagina may be irrigated, 
washing out blood, and after drying it, an 
iodoform gauze tampon is introduced, 
carrying the gauze carefully upward on 
either side over the end of the clamp, in 
this way protecting the intestines from 
contact with it. The end of both clamps 
is thus covered, the vagina pretty comfort- 
ably packed with gauze and. the patient 
placed in bed. They usually suffer very 
little inconvenience, and it is but rare that 
an anodyne is found necessary. The 
clamps are removed at the end of twenty- 
four hours; the gauze packing in four or - 
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five days. Some plain gauze or antiseptic 
cotton is kept over the vulvar outlet to 
‘receive the discharges. Usually the dis- 
charge is pretty free for the first twenty- 
four or thirty-six hours. In performing 
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this operation it is very important not to 
injure the bladder when we cut around 
the uterus, and particularly important to 
avoid injury of the ureters, either with the 
knife or the clamp. 
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THE TREATMENT OF INCISIONS IN THE ABDOMINAL WALLS, AND 
VENTRAL HERNIA. 





G. D. LADD, M. D., Mitwaukee, Wis.* 


In closing a wound in the abdominal 
walis three important points should be 
considered, viz.: the prevention, if pos- 
sible, of adhesion of adjacent abdominal 
viscera to the abdominal parietes; the pre- 
vention of ventral hernia; the prevention 
of stitch abscess and wound infection. 

The frequency with which adhesion to 
the abdominal wound follows laparotomy 
cannot be accurately determined, but from 
our knowledge of the behavior of the 
peritoneum, and from autopsies in cases 
which have previously recovered from 
such operation, we can reasonably con- 
clude that it is a very frequent or perhaps 
usual occurence. That such adhesions are 
usually productive of no harm or discom- 
fort is attested by the large percentage of 
cases in which the clinical result shows 
freedom from all pain or discomfort at 
this point. It may even be claimed that 
such adhesions are an advantage in render- 
ing more secure union of the wound. A 
careful consideration of the condition 
which obtains where ventral hernia exists 
shows, however, that such is not the case, 
for they exert little or no influence in pre- 
venting the protrusion and a proper union 
of the wound is of itself always sufficient 
toprevent the occurrence. : 

Adhesion of oneor more loops of the 
small intestine to the abdominal wall is, 
however, sometimes productive of great 
discomfort and pain, and, as it is our aim 
to leave the contents of this cavity in as 
nearly the normal condition as possible, 
the prevention of this complication be- 
comes quite an important desidera- 
tum. 


As any rough handling or injury to the 
peritoneum near the incision favors ad- 
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hesion, it is important to avoid this in so 
far as possible. For this reason the 
peritoneum should be divided by a careful 
incision with either the scissors or a sharp 
knife. In using retractors, orin sponging, 
care should be taken to avoid all unneces- 
sary rubbing or friction upon this tissue, 
Morris has demonstrated, in experiments 
upon animals, that Aristol dusted and 
rubbed upon any injured portion of 
the peritoneal surface is innocuous and 
will prevent adhesion. While its use will 
not become general in closing these wounds 
it may be at times of very great service. 
Ventral Hernia.—Ventral hernia, al- 
though a remote risk, has followed in- 
cisions in the abdominal walls and that 
sometimes in the hands of very skillful 
surgeons, and its consideration is a matter 
of importance whenever we close these 


~ wounds. 


Various modes of applying the sutures 
have been in vogue at different times and 
are in favor with different operators. In 
the early days, and by some at the present 
time, all of the abdominal wall was in- 
cluded in each suture, and the results 
were good. Later and by others the 
sutures were made to include the skin, 
fascia and peritoneum. More lately the 
custom has been to include one or more 
layers in a single set of sutures, the perito- 
neum, muscles and fascia, and skin being 
sutured separately. 

Whatever plan is followed it is of first 
importance that the fascia be coun 
united throughout its entire extent. Fail- 
ure to properly secure this structure it is 
that sllows « ventral hernia to occur. A 
good plan to follow is to include the peri- 
toneum, singly, in a continuous suture, — 


* next including the muscle and fascia in | 
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a set of interrupted sutures, and lastly 
suture the skin 4 acer 
When ventral hernia exists as a result 
of ar incision through the abdominal walls 
it is because there has been failure to 
secure complete union of the fascia. The 
comparatively rare occurrence of this com- 
plication is due to the fact that a suture 
through the muscle usually in- 
cludes the fascia, or it is included in and 
held by cicatricial tissue. The treatment 
then, for ventral hernia consists in dis- 
secting out the edges of the fascia, in one 
or more layers according to its anatomical 
conformation at the point of incision, and 
approximating them firmly by frequent 
interrupted sutures, as many as three to 
the inch. The edges of the fascia will be 
found to have retracted and curled up, 
often being obscured by cicatricial tissue. 
Frequently a large pocket will have been 
formed by a gradual separation of two of 
the layers of muscle, and the surfaces, be- 
ing constantly subjected to slight friction 
become infiltrated and smoothed until 
a fair substitute for a serous surface is 
established, In proportion as these sur- 
faces have become old and thickened does 
it become difficult to occlude the cavity. 
It may be necessary to freshen the sur- 
faces where they will be included in the 
sutures which close the abdominal wound, 
thus securing immediate union at this 
edge. A counter-opening, leading to the 
surface, at the outer edge of the pocket, 
will allow of its being packed and sub- 
jected to such subsequent treatment as 
may be necessary. 

Prevention of _ stitch-abscess and 
wound-infection.—We here touch upon 
a very broad and interesting subject, but 
shall not enter into it except to consider a 
few points lately demonstrated as neces- 
sary in order to secure uniformly good re- 
sults. For the sterilization of instruments 
and silk a high degree of heat is the one 
means upon which wecanrely. The next 
factor to be eliminated, taking the steps of 
4n operation in order, is infection from 
the skin. All are familiar with the 
methods employed for this purpose and 
ply, also, with the fact that no matter 

w carefully and thoroughly they are 
resorted to there is frequentiy a failure to 
prevent slight suppuration around the 
stitch, even when the needle and material 
used for sutures are aseptic beyond sus- 
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The ordinary cleansing and chemical 
disinfection, if thoroughly carried out, 
removes or destroys the many bacteria 
that are upon the surface of the skin. 

Welch, however, describes a coccus of- 
ten seen by others and identified as the 
staphylococcus pyogenes albus, but which 
he individualizes by naming it the staphy- 
lococcus epidermis albus, found in the 
deeper layers of the skin, and which is not 
reached or destroyed by any known means 
of cutaneous disinfection save the appli- 
cation of heat. 

To obtain cultures of this coccus, silk, 
proven by previous test to be aseptic, is 
drawn through skin, which has also been 
disinfected so that scrapings from its sur- 
face give negative results, and placed in a 
culture medium. That this coccus is pro- 
ductive of only slight and limited suppu- 
ration about the stitch is proven by the 
very limited amount of disturbance which 
exists where it alone is found. It, how- 
ever, interferes with the integrity of a 
wound and may thus allow of more serious 
disturbance. 

In cleansing the hands of the operator 
and assistants, the prolonged soaking and 
rubbing of the cuticle in water as hot as 
can be borne, thus softening and remov- 
ing the outer layers of epithelium and at 
the same time applying heat, will greatly 
aid in rendering the surface germ-free. 
The method of chemical disinfection which 
seems to be the most thorough is, after 
the above cleansing, to soak the hands in 
a warm saturated solution of permanganate 
of potash, rubbing them thoroughly; plac- 
ing them in a warm saturated solution of 
oxalic acid until completely decolorized ; 
immersing them in a strong solution of 
corrosive sublimate thereafter. 

As living tissues are known to resist the 
development of bacteria, or to a certain 
extent dispose of them, it becomes very 
important that the integrity of the tissues 
be not interfered with. For this reason, 
in making an incision the tissues should 
be nicely divided with a sharp knife, and 
tearing or stretching avoided. The use 
of chemical disinfectants within a wound 
has been found to cause a superficial nec- 
rosis which favors, or forms a-medium for 
the multiplication of pyogenic bacteria and 
should be avoided. In tying sutures care 
should be taken to avoid constricting the 
tissues so as to interfere with their nutri- 
tion. 
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In choosing a material for sutures silk 
seems to answer the requiremeuts better 
thanany othersubstance. It can be quickly 
and easily sterilized by heat at the time of 
operation, undergoing thereby no change 
in size, strength, or flexibility. 

Klemm, by repeated experiments, has 
demonstrated that catgut can be rendered 
germ-free and kept so, but that, buried in 
a wound, this softening non-resistant sub- 
stance is a favorable medium for the 
growth of germs. In silk, buried in like 


manner, few or no germs were found. 

The peritoneum then should be closed 
with # continuous suture of fine silk, 
The fascia and muscle by an interrupted 
suture of medium sized silk. It has been 
recommended that the use of skin sutureg 
be abandoned, as excellent coaptation can 
be obtained by subcutaneous sutures. If 
skin sutures are used they should be re. 
moved early. The usual dry aseptic 
dressing retained by plasters or a bandage 
is all that is required. 





THE ASEPTIC AND ANTI-SEPTIC CARE OF THE LYING-IN WOMAN 
AND NEW-BORN CHILD.* 





H. G. NORTON, M. D., Trenton, N. J. 





Inasmuch as it is our duty as physicians 
to use every known means to limit ma- 
ternal and infant mortality during the 
puerperal period, I shall briefly give my 
views of the proper conduct of a case of 
labor and the early care of the child, hop- 
ing to bring out valuable discussion on 
this important subject. 

1st. The physician himeelf should be 
clean and wear clean clothing. I like to re- 
move the usual coat and put on one of 
clean white linen. The hands, as a ready 
means of introducing infection, need 
special care. It is sufficient, I think, to 
pare and clean the nails carefully, then 
wash thoroughly with hot water and soap, 
using the nail brush vigorously, followed 
by the free use of a germicide solution and 
the nail brush. 

A very thorough procedure would be 
after the method of Prof. Keen, viz.: 
wash the hands with soap and hot water, 
using the nail brush, then wash in alcohol, 
then in a permanganate of potash solution, 
which is to be washed off in an oxalic acid 
solution. To complete all dip the hands 
in a bichloride solution. 

2nd. Not less important than cleanliness 
on the part of the physician isa clean nurse. 
The nurse should wear cotton dresses, not 
woolen; her hands should be as scrupu- 
lously clean as her whole attire. Often, I 
think, cases of puerperal fever are due to 
an unclean and untidy nurse rather than 
to any want of carefulness on the part of 
the physician. 

Many people expect a nurse to aid in the 

#Read before the Mercer Co. Med. Soc., Nov., ’92, 





work of the house and of the family, in ad- 
dition to her care of the mother and child, 
This we should discourage and explain 
our reasons therefor to our patients. 

As to the woman about to be confined, 
she should be regarded as a surgical case; 
be made absolutely clean and prepared 
several days before the expected confine- 
ment by soap and water cleansing of the 
vulva and a daily immersion bath. Upon 
the first manifestion of pains give an 
enema to empty the lower bowel. This 
removal of feces from the rectum facili- 
tates the birth of the child, makes it 
pleasanter for the physician, and removes 
a great source of danger of infection from 

-mother and child; afterward the genitalia 
must be rendered aseptic by the use of 
antiseptic solutions. 

3d. Give a copious antiseptic vaginal 
douche and cover the vulva with an antisep- 
tic pad secured in place, then see your 
patient placed inaclean bed. Here, if it 
were possible, it would be well to have a cot 
purposely for confinement, from which the 
woman could be removed and placed in her 
bed atthe termination of thelabor. Inany 
event we must see that the bed is clean and 
fresh and allow no sheets upon it that have 
not been laundried since used. Rubber ob- 
stetric pads are a great convenience for use 
during delivery and prevent soiling the bed. 
Keep the vulva covered with a clean bi- 
chloride napkin during labor and after. 

When the patient has been properly ar- 
ranged the physician should make a pre- 


liminary vaginal examination after thor- _ 
oughly disinfecting hishands, Asfewex- 
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aminations .as possible should be made. 
We should endeavor to be guided by ex- 
ternal abdominal examinations as far as 
can be, and even by sight, during the pro- 
gress of the head, rather than make frequent 
digital examinations. 

After delivery the emptied womb should 
be regarded as an open wound and treated 
assuch. Examine the perineum at once, 
and if lacerated repair it; keep the vulva 
covered with an antiseptic napkin during 
the continuance of the flow. Don’t allow 
the use of any old pieces of muslin that 
happen to be at hand for this purpose. 

We naturally next turn our attention to 
the child, and after announcing its sex and 
assuring the mother that it is not marked, 
we proceed to take such care of it as will 

revent septicemia from the cord or puru- 
ent ophthalmia. Often, I fear, when a 
child dies within a few days after birth, 
we complacently give marasmus as the 
cause, deceiving the parents and still worse 
ourselves, when it was often, doubtless, 
due to septicemia, due to improper care of 
the cord. Where an infant has fever it is 
probably septic. Don’t tie the cord with 
any chance piece of string but with a 
proper ligature which you have with you. 
We should endeavor to have a dry, rather 
than a moist gangrene of the cord, to at- 
tain which we would not of course allow 
the nurse to wrap it in a greased rag, but 
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envelop it carefully in an antiseptic dress- 
ing of either borated or salycilated cotton, 
or gauze, and dress it daily; over. all 
should be a soft flannel binder. 

We should endeavor to prevent ophthal- 
mia neonatorum by attention to the child 
as soon as born. Its eyes should be wiped 
out at once and one drop of a two per cent. 
solution of nitrate of silver dropped in 
each eye, after the method of Credé. 
Where the vagina is carefully syringed be- 
fore labor infection is less likely to occur. 

Not less important is it to know that our 
forceps and other instruments are antisep- 
tic before using them and there is usually 
time to make them so. 1 would boil all 
instruments likely to be used for five min- 
utes in a clean covered pot, containing a 
tablespoonful of washing soda to the quart. 
The use of the soda prevents instruments 
from rusting, a good thing of itself. 

Our obstetric satchel should contain a 
rubber perineal operating cushion, obstet- 
ric forceps, needles and holder, syringe, 
chloroform, ligatures, antiseptic gauze, 
catheter, boracic acid, tincture of iodine, 
and creolin. To properly conduct a case 
of labor to a successful issue requires the 
highest skill, tact and knowledge, besides 
it is very exhausting to the’attending phy- 
sician. In view of these facts we should 
charge a fee commensurate with good ser- 
vice and make the service worthy of the fee, 
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Meeting of November 22nd, 1892. 


Dr. G. D. Lapp, Milwaukee, read a 
paper entitled ‘The Treatment of Inci- 
sions in the Abdominal Walls and Ven- 
tral Hernia.” (14) 

DISCUSSION. 

Dr. H. M. Brown: I must take issue 
with Dr. Ladd as to the cause of ventral 
hernia following incisionsin the abdomen. 

He says that ventral hernia as a sequence 
of operations on the abdominal wall is of- 
tenest due to incomplete coaptation of the 
edges of the fascia. I would suggest that 

experience of a large number of sur- 
geons as collated within the last six 


Months has gone to show that the most 





frequent cause of ventral hernia, following 
wounds of the abdominal wall, is the use 
of the drainage-tube or drainage. The 
fact that in one hundred and twenty-six 
consecutive operations in which there was 
no attempt to bring into coaptation the 
edges of the fascia, there was no case of 
ventral hernia, would seem to prove beyond 
any question the truth of the statement, 
that ventral hernia is not due to incom- 
plete coaptation of the edges of the fascia. 
Or, at least, that the question of coapta- 
tion of the fascia itself had but a small 
share in the formation of ventral hernia. 
There are a great many other causes of - 
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ventral hernia than the lack of 
coaptation of the edges of the wound; 
imprimis, the question of ptosis of the 
different viscera. Such cases may arise in 
old women who have suffered for years 
from large.tumors, multilocular cysts of 
the ovary, cysts of the broad ligaments, 
large fibroids, and cases particularly of 
carcinoma of the viscera of the stomach, 
or of the ascending colon, where there is 
a tremendous amount of elongation or pro- 
lapse of the viscera by prolongation of the 
colon, so that the organ is let down against 
the ubdominal wall, and nothing supports 
the organ except the abdominal wall. So 
soon as an incision is made through the 
abdominal wall, that support is 
taken away and no suturing can be de- 
pended upon to give sufficient elastic sup- 
port to maintain perfect coaptation. Ven- 
tral hernia may be caused by a prolapsed 
kidney, and undoubtedly the ptosis of the 
abdominal viscera is one of the most fre- 
quent causes for the sequent ventral her- 
nia after the operation on the abdominal 
wall, 

The method of suturing wounds by pro- 
longed and continuous sutures through 
the peritoneum, and ignoring tke muscles 
entirely, and joining or coaptating the skin 
and suturing it, has not been followed 
particularly often by ventral hernia. Had 
the question of the occurrence of ventral 
hernia, or its non-occurrence, depended 
upon the coaptation of the fascia, then 
should ventral hernia have followed every 
one of these cases. 

Ventral hernia is a matter which, as I 
should think has been pretty well proven 
by the condition of soldiers during the late 
war to be largely conditioned upon the 
physical condition of the individual. In 
examining the 2264 inmates of the Na- 
tional Soldiers’ Home last year, there were 
found forty-six cases of ventral hernia in 
men, forty of which were above the um- 
bilicus, and six below. In one case which 
was regarded asa ventral hernia, there was 
hernia following an operation on the ab- 
domen for dressing a shell-wound of the 
abdominal-wall, and, of course, we could 
get no history in regard to the operation 
or its method of treatment. This hernia 
was very large in size. 

Another point that Dr. Ladd made in 
regard to the question of the use of sutures 
is, I think, worthy of attention. I do 
not think the number of sutures is of the 
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greatest importance. Dr. Senn, who cer- 
tainly has had great experience in thege 
matters, and with whose operations I have 
been familiar, seldom used more than five or 
six sutures along the abdominal wall, 
which were passed directly though the 
whole thickness of the wall from within 
outward. The abdominal wall was then 
lifted by means of the sutures, and a sponge 
used to protect the intestines; this was 
removed and then the sutures were each 
separately tied. Then a few superficial 
stitches closed the wound entirely, and 
that was the end. I saw many of his 
cases after the operation and followed them 
to recovery, and saw no cases of ventral 
hernia following. My own list of laparot- 
omies is not enormously large, but I have 
never been obliged to accuse myself of 
having caused ventral hernia by neglect in 
regard to the number of stitches, and I 
seldom use more than four or five 
in anabdominal wound. If the operation 
has becn done under proper aseptic condi- 
tions and has been done properly, there is 
but little chance that forty-eight hours 
will go by without there being complete 
cohesion of the peritoneal surfaces, and 
but little more is required of the stitches 
through the abdominal wall than to main- 
tain the surface in coaptation until such 
effusion of lymph shall have taken place 
and the wound has been healed from with- 
in. Therefore, I think that with each 
stitch danger increases, and that the fewer 


- we use the better, within reason. 


_ Dr. Soton Marks: I have seen a good 
many ventral herniz within the last forty 
years, and I look upon it that it is hardly 
necessary to stitch the fascia at all. I 
think, in the majority of cases, where the 
sutures are put through the wall entirely 
and drawn up, that union will take place 
in a short time. I think there may be 
cases such as Dr. Ladd has alluded to, 
where it is absolutely necessary to insert a 
large number of stitches, but, as a rule, I 
think the dressing, as described by Dr. 
Brown, is all that is necessary. I hardly 
believe that it is necessary to stitch those 
different fascie separately and put in & 
great number of stitches. 

Dr A. J. Purs: I would like to call 
attention to the following points: 

First: The adhesion of the small in- 


testines to the peritoneum, can always be — 


avoided by placing the omentum over 


intestines. Second: There should be 00 
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antiseptic solution used in the abdominal 
cavity. Wherever you apply the antisep- 
tic solution within the cavity you are sure 
to have adhesions of the intestines to the 
wound surface. Third: Abscesses of the 
abdominal wound I have not met with ex- 
cept in one case, and the fault there arose 
from my not drawing one stitch (it was 
the lower stitch) through the abdominal 
wall. As a rule, I always sew right 
through the wall from the outside, 
bringing the needle through on the inner 
side in the opposite direction, and bring 
both walls in opposition. I am always 
careful to get the muscle to come together. 
I do not care at all about the fascia; I do 
not see it. Fourth: Take in the peri- 
‘toneum and the muscle and you will al- 
ways have a good, healthy wound. I have 
had occasion to open two of my wounds 
and make a second laparotomy, and I 
found an exact cicatrix which would not, 
under any circumstances, allow a ventral 
hernia. /ifth: It is advisable, in order 
to avoid the possibility of ventral hernia, 
to secure the wound for at least half a year 
with straps and bandages. 

Dr. Brown: I have had occasion to 
look up the matter of ventral hernia thor- 
oughly and particnlarly. I have had four 
cases within the last year upon which I 
have operated, and I would like to say a 
word in regard to fascia. I operated three 
weeks ago in this hospital (Milwaukee) 
upon a case where the laparotomy was 
followed by ventral hernia. The post- 
mortem examination disclosed a carcino- 
matous degeneration of the left Fallopian 
tube. The condition of the hernia in 
this case is of interest, particularly in re- 
lation to what Dr. Ladd has said in regard 
to the coaptation of the edges of the fas- 
cia. This woman had a ventral hernia, 
which, when she took a deep inspiration 
or contracted the abdominal wall for the 
purpoee of evacuating the bowels, pro- 
truded from the abdomen as large as a 
four-quart pail, and when she stood erect 
and threw the bowels back into the ab- 
dominal cavity and held them there by a 
tense condition of the rectal muscles, the 
hernia was half as large as a child’s head. 
When I attempted to get the history of 


» the case, al) I could find out from her was 


that she had been operated on in Portage 
two years ago. Five weeks after the oper- 
ation, the wound not being healed com- 
pletely, (she had been obliged to go about 
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her household duties,) the whole wound 
got open except the peritoneal layer. She 
had been put to bed again, the edges of 
the wound brought together and junction 
had taken place, leaving behind this 
ventral hernia. I endeavored to make 
the operation by making an incision on 
the side of the tumor about the circum- 
ference of its base, the idea being to split 
the layer of tissue which covered the 
bowels, dissect out a piece of the encase- 
ment of the tumor, draw the peritoneal 
margins together and sew the semilunar- 
shaped flap back in its place, and in that 
way bring the line of the two incisions at 
different points in the abdomen, and also 
to interlace during the process of opera- 
tion the layers of muscles from the one 
side of the abdomen with the layers of 
muscles from the other. But so soon as I 
made my incision and attempted to split the 
flap I found it consisted simply of perito- 
neum, transverse fascia and the skin— 
there was no muscle there; so I was obliged 
to make a central incision, dissect off part 
of the flap and bring the edge of the wound 
together in the ordinary way. The wound 
healed perfectly, but the woman died on 
the eight day of inanition and a post-mor- 
tem examination revealed the fact that 
the intestine had become adherent—long 
before I had seen the case—to the upper 
portion of the uterus and its lumens was 
less than the size of a very small quill at 
that point. She had taken food which 
remained in the upper part of the small 
intestine, none passing through the bowels. 
She had no temperature and would have 
made a good recovery except for this con- 
traction of the intestine. It was certainly 
a case where apparently the transverse 
fascia had done something towards trying 
to save the abdominal and had not done 
it. It was impossible to draw the mus- 
cle layers of the two sides of the abdomen 
together, and there was no elastic tissue 
whatsoever of the intestine and the ab- 
dominal contents, and the hernia was 
formed. It seems to me that it is far 
more important that the muscle layers of 
the abdominal wall should be as nearly as 
possible placed in their original position 
for the sake of their elastic characters, 
than that the inelastic, unyielding, white, 
fibrous tissue of the transverse fasciu 
should be restored to its place. 

Dr. SaAmuEL W.. Frencu: In respect — 
to this point of uniting fascia, I would 
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say that it calls to mind an unfortunate 
case that I had two.years ago, in which I 
had the stitch abscess the doctor has men- 
tioned, and the whole wound went by the 
board. The peritoneum, however, had 
united. The wound had to be filled up 
from the bottom. I attempted about two 
months after the operation, to refresh the 
edges and bring them together by buried 
sutures, but there evidently was some pus 
left behind, and the operation was a fail- 
ure. The patient remained in the hos- 
pital some eight months and it was eight 
months from the time of the operation be- 
fore the whole wound was healed. I saw 
the patient a year afterward and there was 
-no ventral hernia. I believe that stitch 
abscesses come from dirty needles and im- 
properly prepared silk, and no matter how 
careful we may have been, that there has 
been something left behind, so much so 
that in using silk myself I sterilize my 
silk and my needles upon three successive 
days if I am going to do a laparotomy. 
But I do believe that the next time I do 
laparotomy I shall use the silk worm gut, 
and I had come to that conclusion some 
time ago. I have noticed also that 
another gentleman, a member of this so- 
ciety, who does a great deal of laparotomy 
work has also come the self-same con- 
clusion, and I understood from him the 
other day that for some little time back 
he had used nothing but silk worm gut 
for the abdominal sutures. I believe this 
course is sound, because it is perfectly 
evident that a silk worm gut is a substance 
that can be more thoroughly sterilized and 
you are surer about it than you are with 
silk or braided silk. 

Dr. Puts: I favor the use of silk for 
sutures. I have used silk worm gut for 
vaginal operations, and I am sorry that I 
have. Ido not like it. It cuts into the 
tissue, and unless you thread it thoroughly 
it opens, and if it is too tight it will cut. 
Silk will never do that. 

The point made by Dr. French of ster- 
ilizing the needle three times before going 
through an operation is, in my opinion, 
altogether erroneous. If he takes his 
needle and thread and puts them into a 
sterilizer and leaves them there for ten or 
fifteen minutes, he will never have stitch 
abscesses, everything else being in proper 
condition, and properly done. I. have 
seen gentlemen come with their needles 
prepared the night before to an operating 
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room, and have heard the method praised, 
but I think it is unnecessary and wrong, 

Dr. A. J. BurGeEss: A practical point 
about ventral hernia is that it rarely, if 
ever, becomes strangulated. Therefore, a 
surgical operation is not always necessary, 
The treatment by bandages and trusses ig 
often sufficient and certainly much less 
dangerous. 

Dr. FRENCH: If we are ready to believe 
scientific men on the germs of suppura- 
tion, it has been found that there are cer- 
tain germs of suppuration that fifteen 
minutes will not kill in the sterilization; 
and it is therefore necessary, in order to 
be positively sure that all germs and all 
spores are killed, to sterilize on three suc- 
cessive days. 

Dr. Lapp (closing the discussion): 
This discussion reminds me of a story 
which illustrates the point so well that I 
mav be excused for telling it. Ina west- 
ern court a case was brought where a rail- 
road company was defendant. A farmer 
had carelessly driven across in front of a 
locomotive of the company and had been 
struck. The engineer testified that he 
blew his whistle; the brakeman testified 
that he heard the whistle blow; but the 
farmer brought in five men that testified 
that none of them heard the whistle blow, 
and the farmer won his case. I have 
never had a ventral hernia follow an op- 
eration. The fact that Dr. Brown cites 
126 cases in which it has not occurred 
proves nothing. It is the case that has 
ventral hernia that he must investigate to 
find whether the fascia are finally united. 
The case of the drainage tube would also 
‘be a case where the fascia was not united. 
He has not brought forward a positive 
case of ventral hernia to illustrate the 
point. I do not put three stitches to an 
inch in a wound after laparotomy. In 
my paper I refer to operating in case 
of ventral hernia. 

As to suturing the muscle, this un- 
doubtedly is important, and the ordinary 
way of applying the stitches through the 
muscle would, almost invariably, include 
the fascia, which is probably the reason 


why ventral hernia has not more often fal- — 


lowed these operations. 


Foreign.—Mr. Murphy—Pwhat is lay 
eep, Mrs. Flaherty? Mrs. Flaherty— 


t’s me impreshun, Mr. Murphy, that it i# 
wan of thim bloody Oyetelian saysoities. 
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It is no uncommon thing to have physi- 
cians from all over the country, who are 
making a temporary stay in Phi!adelphia, 
and who are visiting the hospital with the 
object of seeing operations, question min- 
utely as to the different points in the pre- 
paration, and not infrequently express sur- 
prise at the simplicity of these. In fact, 
it has often occurred to me that many of 
our visitors are more interested in the 

reparation than in the operation itself. 
fo one who has the success of this class of 
work at heart, this seems to be a step in 
the right direction, as it has long since 
been recognized by the successful opera- 
to's of the world, that more good results 
are obtained by mediocre operators, whose 
preparations have been most careful and 
systematic, than by their more brilliant 
colleagues who have been inclined to scoff 
at minutiz and to depend upon their me- 
chanical skill. 

From time to time articles on this sub- 
ject have appeared in medical print giving 
the most elaborate description of the prep- 
aration and the apparatus used, most of 
which are undoubtedly excellent and well- 
fitted for the operating-room of a hospital, 
but which are unnecessarily cumbrous 
when one comes to apply them to private 
work. For this reason I have been en- 
couraged to enter upon a detailed descrip- 
tion of our work at the Gynecean Hospi- 
tal, the application of which can readily 
be carried into private practice. The 
watch words from the beginning to the end 
of an operation are thoroughness and sim- 
plicity. 

The aim of all successful operators is 
the same, namely—the prevention of any 
septic matter entering into the field of op- 
eration. Different operators adopt differ- 
ent methods of accomplishing this object, 
but for success, the object and result must 
be the same, whatever the method adopted 
may be. , ; 

Antisepsis or asepsix, as fancy may dic- 
tate, the principle is the same. ‘To be 
successful one must be surgically clean. 
For the proper accomplishment of this 
one must consider and treat: 1. The 
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patient. 2. The operating-room and its 
paraphernalia, including tables, basins, 
pitchers, buckets, instruments, ligatures, 
sponges, dressings. 3. The operator, as- 
sistants, and nurses. 

1. The patient.—The preparation of 
the patient should begin, when possible, 
at least twenty-four hours before the 
operation. The first steps are to regulate 
the diet and empty the gastro-intestinal 
tract. Free purgation is begun at once, 
preferably by the use of some saline. 
This is usually administered in the dose of 
a drachm of sulphate of magnesia, dis- 
solved in water, each hour until the bowels 
begin to moye. Usually five or six doses 
are sufficient to accomplish the object. 
The purgatives should be so administered 
that the action of the bowels ceases five or 
six hours before the time set for the opera- 
tion. After beginning the administration 
of the purgative, the diet should be light 
and concentrated. If the operation is to 
be performed in the afternoon, the pa- 
tient’s supper on the day before consists 
of the ordinary house diet. From this 
time on nothing passes her lips, unless it 
he a glass of milk or a cup of bouillon at 
breakfast-time. Even water, except in 
small quantities, is withheld. These 
steps in the preparation can be carried out 
in the case of most patients, but in deal- 
ing with an unusually weak woman, con- 
siderable judgment must be used in their 
application. A hot bath is given, both 
the day before and the morning of the 
operation. If the patient is unable to be 
moved to the bathtub, the baths are given 
in bed. Prior to the final bath an enema of 
soapsuds and water and a vaginal douche 
of bichloride of mercury (1 to 3000) are 
given. Immediately on coming from the 
bath a fresh night-gown is pat upon the 
pent and she is placed in a bed which 

as been specially prepared for her recep- 
tion. After returning to bed the abdomen 
—the seat of the operution—-is especially 
prepared. A nail-brush, soap and hot 
water are used freely and vigorously, 
special attention being paid to the umbili- 
cus and pubic hairs. In but exceptional 
cases is the pubes shaved. The abdomen . 
is then bathed with alcohol aud turpentine 
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and is finally protected until the time of 
the operation with a towel wrung out of 
bichloride solution. 

When the patient is placed on the 
operating table the abdomen is well rubbed 
with ether and bathed with alcohol by the 
operator as the final preparation, especial 
attention being paid to the pubic hairs 
and the umbilicus. The legsare wrapped 
in a blanket, which extends from the feet 
to the pubes; a second blanket is placed 
over the chest. All blankets, clothing, 
table, etc., about the patient from her 
chest to her feet are now covered with 
towels prepared for the purpose, the ab- 
domen being left bare from the epigastrium 
to the pubes. Over all this is placed a 
piece of bichloride gauze, with a slit in it 
at the point of the incision. 


Vol. lxviii 


In the preparation, the room is first 
stripped of all its furniture. The walls, 
ceiling, and floor are washed down with a 
hose, and then mopped off with a cloth 
dipped in bichloride solution. As each 
article is brought into the room it is 
scrubbed with soap and water, rinsed off, 
mopped with bichloride solution, and 
placed in its proper position; the tables 
and benches are covered with sheets or 
towels especially prepared for this purpose. 
A glance at the accompanying cut will 
more clearly demonstrate this. All linen 
used in the operating-room has been 
laundried by itself. Distilled water is 
used throughout the operation. 
INsTRUMENTS.—After an operation the 
instruments are thoroughly scrubbed with 
soap and water, and are then passed through 
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2. The Operating-room and its Para- 
phernalia.—All tables used in the opera- 
ting-room with the exception of the Krug 
frame for Trendelenburg’s position, which 
is of galvanized iron, are made of wood, 
perfectly plain and shellacked. The rea- 
son for this is two-fold—first, because it is 
desirable in the preparation of the room 
that it should be emptied; this is rendered 
possible in the case of everything except 
the gas fixture and the sink. Secondly, 
as there is an operating-room on each 
floor, it becomes necessary to frequently 
move the tables from one room to the 
other. When not in use, the windows in 
these rooms are always open. The walls 
of the room from floor to ceiling are of 
white tile, the window trimmings are of 
white marble, the floors ure asphalt, the 
ceilings are plastered and heavily painted. 


scalding water before being returned to 
the.case. Prior to the operation they are 
boiled for twenty minutes in a weak soda 
solution. As few instruments as possible 
are used. In an ordinary operation two 
needles, two ligature staffs, four hemosta- 
tic forceps, a knife, a needle-holder, and’ 
a pair of scissors are amply sufficient. 
These, are taken, together with the tray 
on which they are placed for boiling, 
riage from the sterilizer, and put upon 
the table as the patient is brought into 
the room. In this way they are not 
handled from the time they are taken out 
of the sterilizer until they are to be used. 
LigaTURES.—Three varieties of ligatures 
are employed—silk, silkworm-gut, and — 
catgut. A half-hour before the operation 
the silk is immersed in a bichloride solu- 
tion (1 to 100); prior to being used it 18 — 
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washed in boiling water. The silkworm- 
gut is boiled with the instruments. The 
catgut is prepared by being immersed in 
ether for forty-eight hours, soaked for the 
same length of time in a 1 to 100 alco- 
holic solution of bichloride of mercury, after 
which it is put in a solution of two parts 
oil of juniper and one part alcohol. It is 
taken directly from the latter solution for 
use at the operation. 

All sutures and ligatures used within 
the abdominal cavity are of silk (Chinese 
twist.) Silkworm-gut is invariably used 
for closing the abdominal wound. Catgut 
is used principally in vaginal hysterectomy 
and plastic work. 

SponGes.— Newsponges are prepared by 
being thoroughly beaten,soaked for twenty- 
four hours ina weak solution (3 per cent. ) 
of hydrochloric acid, after which they are 
soaked for twenty-four hours in a strong 
soda solution, and are finally placed in 
alcohol. Immediately after being used in 
an operation they are thoroughly washed 
in cold water, placed in a strong soda 
solution (practically a saturated solution) 
for twenty-four hours, at the end of 
which time they are removed, washed 
under the cold-water spigot until all the 
soda is washed away, and are then im- 
mersed in a solution of sulphurous acid 
for twenty-four hours. They are taken 
directly from the acid solution, washed, 
and placed in commercial alcohol until 
used. Foursponges only are used at exch 
operation. 

DreEssines.—The dressing of the ab- 
dominal wound consists in placing several 
strips of dry bichloride gauze directly 
over the incision, a cotton pad covered over 
with gauze placed over this, and the 
whole held in place by a six-tailed 
bandage. Dressing are not dis- 
turbed for eight days. No iodoform or 
other powder is used. Stitch-hole ab- 
scesses are the rare exception. 

DRAINING-TUBES,—After being used, 
the glass drainage-tubes are soaked in 
strong soda solution for twenty-four hours, 
rinsed under the spigot, washed with 
tarpentine and ether, and then boiled for 
twenty minutes, after which they are 
kept in commercial alcohol. 

_ Rubber drainage-tube, whenever used, 
1s s0aked in bichloride solution, and washed 
in boiling water. 

After an operation the drainage-tube is 
cleaned by the nurse every fifteen minutes 
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or half-hour, as occasion requires. As 
the fluid discharged from the tube lessens 
in quantity, the intervals of cleaning are 
lengthened. Each time the tube is cleaned 
the nurse’s hands are carefully prepared 
with soap and water and bichloride solu- 
tion. 

At and after each cleaning the syringe 
used to withdraw the tube-contents is 
cleaned inside and out with hot water and 
bichloride solution, as are also the mouth 
of the tube and the rubber protecting it. 
Fresh bichloride cotton is placed over the 
entrance of the tube ateach cleaning. The 
tube is removed as soon as the contents 
become clear and small in quantity. The 
edges of the opening left by the tube are 
drawn together by a strip of adhesive 
plaster, and the dressings replaced by 
fresh ones. 

3. The Operator, Assistant and Nurses. 
—Everbody who takes part in an opera- 
tion, and is liable during its performance 
to handle any of the instruments or ma- 
terials, is required to go through the same 
All assistance is rendered 
by three nurses; the chief nurse assisting 
the operator directly, a second nurse 
attending to the sponges, and a third 
nuree changing the waters. The prepar- 
ation of operator and nurses is as follows: 
a hot soap bath, and clean linen clothing 
direct from the wash. The hands and 
arms are prepared by first carefully clean- 
sing the nails with a penknife, a free use 
of hot water, soap, and nail-brush for 
twenty minutes, and rinsing in fresh 
water. They are then bathed in commer- 
cial alcohol, and are finally soaked in a 
bichloride solution (1 to 2000) for five 
minutes. The greatest danger-point of 
infection is, of course, under the nails, 
and time used in a most careful hand 
toilet is never misspent—is, in fact, abso- 
lutely essential to success. 

A careful study of the cut, which rep- 
resents one of the operating-rooms as it 
appears prior to the introduction of the 
patient, will demonstrate the simplicity 
and thoroughness of all the preparations. 
There is not an article in the room which 
cannot be duplicated or eusily substituted 
in any well-ordered household. Soap, 
water, nail-brush, and bichloride of mer- 
cury tablets are easily obtained, and as for 
the remainder it rests entirely with the 
surgeon and his nurse. With a little 
more time and trouble the poorest hovel — 
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can be turned into a good and safe opera- 
ting-room, by adopting these rules, as I 
have been able to demonstrate time after 
time in my work in the slums of this 
great city. Of course, it means plenty of 
hard labor for both nurse and surgeon, 
but what nurse or surgeon who has once 
passed through the horrors of attendance 
at a death from septic peritonitis 
would not feel that the work before 
the operation was as nothing in com- 
parison to that afterward. 
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The number of instruments, sponges, 
etc., may seem to many to be entirely in- 
adequate for the purpose, but in many 
hundreds of operations we have found 
them amply sufficient; it is the rare ex- 
ception that recourse to the instrument- 
case ig necessary. The fewer articles used 
the fewer sources of possible infection and 
accident. A large number of instruments 
lying about are, in addition, a source of 
endless confusion and annoyance, and they 
require an extra assistant. 





Hemorrhoids. 


In an article concerning ‘+ Reconstruc- 
tion of the Pelvic Structures in Women,” 
Dr. H. Marcy, of Boston (American 
Journal Obstetrics, for November), writes: 

The pathological conditions which per- 
tain to the rectal tissues result in very 
large degree from changes in the vascular- 


ization, dependent upon the dilation of 


the hemorrhoidal veins. These are often 
deformed to an extent rarely appreciated 
by the ordinary practitioner, and only to 
be truly understood by the surgeon who 
makes the vivisection for the purpose of 
cure. 

I am constrained to believe, as I think 
for abundant reason, that the ligature and 
cautery, destruction of the tissues by acids, 
etc., are not alone unsurgical and barba- 
rous, but they also often fail in the end of 
securing the desired result, since a portion 
of the deformed structures not seldom 
remain unchanged, and tissues of im- 
portance to preserve are thereby frequently 
destroyed. 

A complete dissection of the deformed 
hemorrhoidal plexus, as advocated by Mr. 
Whitehead, offers in my judgment abun- 
dant reason for adoption, and the only 
criticism which I have to make upon his 
method is the closure of the wound with 
interrupted sutures. ‘This method has 
been severely criticised, and has failed in 
great measure of general adoption becaase 
of the fear of hemorrhage which during 
the indefinite pass has been emphasized as 
liable to pertain to any of the methods 
applicable to the cure of hemorrhoids. 

his is doubtless greatly overestimated by 
the profession at large. 

The dilatation of the hemorrhoidal 
plexus is, indeed, sometimes truly enor- 





mous, but it will be found upon dissection 
that the vessels quite within the grasp of 
the sphincter are usually very little 
changed, and that here their constriction 
is simple and easy. I have for some years 
operated in a way to be commended as in 
large measures bloodless and assuredly 
without danger of subsequent hemorrhage. 

The procedure is briefly as follows: The 
sphincter muscle is dilated and the parts 
put on tension by two fingers in the 
rectum. Kither with a sharp knife or 
scissors division is made upon the line of 
the juncture of the skin and mucous mem- 
brane. With a little care the veins are 
separated from the loose folds -of connec- 
tive tissue without injury, down to the 
line of the sphincter muscle. They will 
be found closely connected with the everted 
thickened mucous membrane, a portion of 
which it is well to remove. Division 
should. be made through it upon the line 
selected for incision, and a row of contin- 
uous double tendon sutures is rapidly 


made to encircle the base of the hzemor- . 


rhoidal plexus. It is then resected with 
scissors, and a light line of continuous 
running sutures encloses the deeper layer, 
and when drawn upon gently, taken, as 
advised, from within outward, are them- 
selves buried, thus leaving no stitches in 
sight. Carefully dried and dusted with 
iodoform, the operation is completed by 
inting the line of closure with a layer of 
lodoform-cullodion. It is usually better 
that three or four days elapse before 
defecation ensues, after which there is 
little suffering. With the paralyzed mus- 
cle at rest, the condition of the parts re- 
maining aseptic, pain and edema are 
almost wanting.—Md. Med. Journal. 
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EDITORIAL. 





With this issue THE MEDICAL AND Sur- 
GIcaAL REPORTER enters upon its forty-first 
year of continuous publication. Every ef- 
fort will be made to meet the growing de- 
mands of modern medical journalism and 
at the same time retain the highly practical 
character that has always distinguished this 
magazine. There are in the field to-day 
medical journals and medical journals, but 
few in which the effort is made to supply 
the profession with accurate, reliable 1n- 
formation of. the progress of the science 
and art of medicine and surgery. 

The many intersperse clippings from 
the few between columns of a gorgeous 
variety of advertisements. Advertising 
incidental to medicine is a factor in 
progress. Medicine incidental to advertis- 
ingis clap-trap. THe MEDICAL AND SvR- 
GICAL REPORTER has always been one of the 
few and has acquired to a rare degree the 
confidence of the profession. It will never 


knowingly sacrifice nor impair this trust. 

As its name signifies its mission is to 
report as far as possible the latest and 
best achievements in the whole field of 
medicine and surgery. The evolution of 


medical science has so developed along 
special lines that it is manifestly impossi- 
ble for any one journal to cover in detail 
all branches of medicine and surgery and 
remain within reasonable limits. 

The busy practitioner demands infor- 
mation that he can immediately turn to 
practical use. Where his opportunities of 
frequent association with large bodies of 
his fellow practitioners are limited he 
must depend on his journals for informa- 
tion that will enable him to keep abreast 
of the times. 

The general practitioner, who to a cer- 
tain extent is a specialist in all lines, has 
not the time to read, if he has the means 
to procure, special journals for each branch. 
Recognizing this condition THE MEDICAL 
AND SureicaL Reporter will in the 
coming year supply periodically a series of 
monographs. These will be in the form 
of supplements to the regular editions of 
the magazine. Each monograph, written 
by a specialist eminent in his line, will be 


devoted to one subject treated in greater 


detail than is practicable in the regular 
columns. Another feature will be a care- 
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ful review of the contents of the best 
special periodicals under a department of 
Current Literature Reviewed. In the mat- 
ter of Book Reviews an impartial critical 
statement will be made. This department 
will be conducted for the information and 
advice of the readers of the REPORTER 
wholly independent of other considera- 
tions. The Editorial Department will 
maintain an independent position, free 
‘to discuss or comment on such matters as 
may be of interest to our patrons. 

THE REPORTER will not be subservient to 
any individuals, cliques, or institutions 
whatever, but will be solely of the pro- 
fession, for the professioif, by the pro- 
fession. 

A word to our advertisers—no advertise- 


Editorial. 
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ments are admitted to our columns except 
such as after keen scrutiny we feel satisfied 
are perfectly reliable. ‘That an advertise- 
ment does not appear in THE REPORTER is 
no measure of its value, but one that does 
appear in its pages may be regarded as per- 
fectly reliable. 

The policy of THE REPORTER which bars 
promiscuous advertisers is not such short 
sighted business as might appear. Our 
advertisers have learned the value of a 
medium that possesses the confidence of 
its readers, and THE REPORTER sees no 
reason to doubt the wisdom nor to change 
the course heretofore pursued. THE RE- 
PORTER commends to the kind considera- 
tion of the profession every interest repre- 
sented in the advertising spaces. 


Periodical Intermenstrual Pains. 





Dr. C. D. Palmer (New York Medical 
Journal) says: 

The symptoms of such a condition are 
principally attacks of pain, coming on gen- 
erally about the middle of the intermen- 
strual period, and most severe in the 
region of the ovaries. Sometimes the pain 
is confined to one ovary, or both may be 
involved in the paroxysm. The attacks 
are irregular in severity and duration, 
usually intermittent, occurring at night 
or through the day. Their duration may 
be from two tonine days. They are not 
influenced by bodily exertion nor attended 
by febrile phenomena. As to the cause of 
such ovarian pain, neuralgia has been 
suggested as a probable factor, but, if this 
be the case, why is it that pain does not 
occur during the regular menstrual period, 
as at that time women are especially suscept- 
ible to pelvic pains? ‘The periodicity of 
the pain first led to a suspicion of malarial 
poisoning in these cases, but this theory 
was soon abandoned when it was found 
that the attacks were not at all influenced 
by the most: potent antiperiodics. I am 
not inclined to think there is a structural 
change in the ovary to account for the 
pain, although the form, size, or even 
density of the organ may not be so altered 
as to make the change discoverable before 


removal. The condition may be an 
odphoritis, a peri-odphoritis, and inter- 
stitial oéphoritis, or a follicular odphoritis, 
or several of the tissues may be involved 
in the degenerative process. There is 
likely to be hardening of the organ, which 
interferes with the rupture of the follicle; 
this may be one cause of pain. There is 
no reason why the pain may not occur 
before the menstrual flow, on account of 
the increased vascularity of the ovary at 
such a time. The severity of the pain 
may be out of proportion to the pathologi- 
cal change and nerve pressure. When the 
congestion subsides, the pain is usually 
relieved. Various measures have been re- 
sorted to for giving relief, some of which 
have been more or less effective tempo- 
rarily. In some cases, however, the suf- 
fering will be of such character, and the 
life of the woman be made so miserable, 
that the question is forced on the gyne- 
cologist whether it would not be the proper 
thing to remove the ovaries in such a case, 
even though to the touch they seem nor- 
mal. 





Syphilis, after a number of years in the 
system, becomes detritus—not the disease 
per se—and needs a solvent plan of treat- 
ment, not a germicidal. 
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TRANSLATIONS. 





POST-OPERATIVE INTESTINAL OBSTRUCTION. 





MARIE B. WERNER, M. D. 





Championniére reports six cases treated 
successfully by operation. (Bull. et mém. 
de la soc. de chirur. de Paris T. xviii 
page 102). ; 

Ist Case. Ovariotomy; patient xt 35. 
Four days after the operation symptoms 
of obstruction set in, gradually increasing 
in severity. Reopening the abdominal 
wound on the tenth day various coils of 
intestines are found to be adherent to one 
another, one being twisted twice, forming 
a circular constriction around another. 
Carefully releasing the adhesions, the ab- 
domen was closed, followed two hours 
later by a copious bowel movement. Re- 
covery. 

2nd Case. Radical operation for incar- 
cerated gangrenous omental hernia. The 
patient did well up to the 14th day, after 
that violent abdominal pain set in, vomit- 
ing and increased temperature. Vomit- 
ing increased until it became fecal in 
character. Abdomen distended above the 
umbilicus wherea circumscribed hard mass 
could be felt. Second operation done on 
the 21st day. A large abscess was found 
surrounded by intestines and covered by 
the omentum; drainage and recovery. 


3rd and 4th Case. Radical operation 
for left inguinal hernia; recovery takes 
place; pains, however, appear in the right 
inguinal region, accompanied with moder- 
ate swelling, vomiting and constipation. 
Four weeks after the operation it became 
necessary to make an incision over the 
right inguinal canal. A small amount of 
fluid is evacuated, but the intestines are 
seen to be adherent to the swelling, which 
made it advisable to open in the median 
line and orponal the swelling from the 
inside. This proved to be an incarcerated 
loop at the internal inguinal ring which 
had become almost gangrenous. Close to 
this there was also an abscess. ‘The 
median incision was closed; the one on 
the right was tamponed. Recovery. 

Two and a-half months later symptoms 
of ileus again set in. Laparotomy; in- 





*Translated for MepicaL AND SurgicaL Reporter. 


cision over the right inguinal canal and 
release of many dense adhesions. The 
day following, a copious movement. The 
abdomen, however, increased in disten- 
sion, making it necessary to perform in- 
guinal colotomy. Recovery; discharged 
with fistula. 

5th Case. Radical operation for a con- 
genital left inguinal hernia with resection 
of a large portion of the omentum. Case 
progressed favorably until the ninth day 
when symptoms of ileus set in; constipa- 
tion, vomiting and fever, 38.8° CO. A 
painful swelling can be felt in the right 
iliac fossa. On the nineteenth day an in- 
cision is made into the swelling, a large 
amount of extravasated blood is evacuated, 
the sac cleansed and drained; rapid recov- 
ery. 

6th Case. Herniotomy for incarcerated 

intestines. A small perforation was dis- 
covered and closed; healing. After a 
time colicky pains; constipation and tym- 
panitic distension of the abdomen ap- 
peared. These symptoms increased until 
there was no doubt of its being caused by 
ileus. Laparotomy; that portion of the 
gut which had been sutured was found 
tightly adherent to the abdominal wall, its 
calibre markedly lessened by its angular 
position. In order to avoid enterorhaphie 
Championniére dissected the intestine 
from the abdominal wall leaving both 
peritoneal coats intact at the points of ad- 
hesion; recovery complete. 

Championniére is decidedly opposed to 
the administration of opiates in any form 
after any abdominal operation. He is par- 
ticularly anxious to have an early action of 
the bowels and in certain cases has been 
known to give laxatives on the evening of 
the day of operation,and feels certain it will 
rather lessen than favor the danger of per- 
itonitis, in that early peristalsis often pre- 
vents incarcerations, adhesions or paralysis 
of the intestine. He also condemns the 
use of opiates in cases of strangulation of 
the bowel, feeling certain that the early 
exhibition of laxatives has often led to 
an early diagnosis. 
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A Case of Living Xiphopagus. 


Hr. Marcel Bandowin reported in the 
Paris Academie of Sciences the case of 
two girls of three years and two 
months, being united from the xyphoid 
process to the umbilicus in the regio 
sub-umbilica. They were born in the 
East Indies, and make the eighth case of 
xiphopagus reported. A careful examina- 
tion proved that neither presented in- 
versis viscerum; which proves that the 
lower division of the true xiphopagi and 
thorakopagi have been properly described 
by Dareste who presented their origin 
in the following manner. If in one 
ovum two fertilized nuclei develop in a 
parallel line at the same time, a doable 
monstrosity results, the xiphopagus; both 
primitive lines must at first be distinct- 
ly separate, one at each pole of the 
ovum; when the embryos, well developed, 
become larger, they face each other 
and the upper regions of the body come 
in contact. Surgical treatment in these 
cases is advisable. In fact, indicated, 
for should one of the sisters become 
fatally ill the chances of saving the 
other would be greatly lessened. Even 
should there be union of the liver, ad- 
hesions or even anastomosis of the in- 
testines (which is not improbable), the 
operation might produce a doubly good 
result. 

It has been performed several times (?) 
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by Kenig with a good result and ce 
by Boehm-Gunzenhausen, on his own 
daughter, with partial good results; the 
one living five years after the operation. 


Resection of the Left Lobe of the 
Liver for Cancer. 


Prof. von Licke (Central-blatt. f. Chir- 
urg. 41, 1892) reported in the Centrabl. f. 
Chirur.’91, No. 6, p.115, this case in detail 
and wishes to report the present condition 
of the patient. ‘I'wo years have elapsed 
since the operation, the patient has been 
constantly, under observation, and fré- 
quently examined. During the past sum- 
mer she became much emaciated, and suf- 
fered from loss of appetite and frequent 
vomiting and distension in the gastric re- 
gion; a return was suspected ; the cicatrix, 
however, was healthy and the most careful 
examination disclosed no tumor of either 
liver or stomach. By exclusion it was 
concluded that her emaciation and _ its 
concomitant symptoms was due to her im- 
poverished circumstances, the good diet 
and care she received with her visible im- 
provement in strength and weight seemed 
to substantiate our conclusions. 

At the present time a careful examina- 
tion proves the ¢otal absence of any return 
in the organ operated upon for more than 
two years. 





ABSTRACTS. 





CHOLERA EPIDEMIC OF 1892. 





In an editorial retrospect of the past 
year the Boston Medical and Surgical 
Journal says: 

**In recent years, when cholera has 
reached Europe, it has generally come by 
the way of the Suez Canal. This was the 
case in the outbreak in 1890, in Spain. 
In 1891 no cases was reported in Europe. 
It had, however, come through the 
Sea ports into the Hedjaz, during religious 
ceremonies in Mecca, and had spread 
through Asia Minor. In the first of the 
year cases still occurred in different parts 
of Asia Minor, but by the middle of Feb- 
ruary it has disappeared from the neigh- 
borhood of Damascus and Beyrout, and 


existed only in one or two interior valleys. 
This year the religious pilgrimage to Mecca 
was not attended by cholera. 

The epidemic of this year appeared in 
March, in the northwestern provinces of 
India. It is obligatory on every Hindoo 
to bathe in the Ganges where it issues 
from the mountains. The dying Hindoo, 
also, is immersed in this stream, if it is 
possible to get him there, and this point 
is always considered a cholerafocus. The 
water this year was very low, and the 
bathing-place was reduced to a pool. On 
March 22d the first case occurred at 
Hurdwar, and on the 25th the fair was 
closed by the police authorities. The dis- 
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ease was spread by returning pilgrims 
through the Punjaub, and reached Delhi 
on March 30th. From here it spread 
through the Cashmere Valley, and reached 
Afghanistan on April 15th, and it reached 
Persia in May. In June it crossed the 
Caspian Sea, and in July spread among 
the population of Asiatic Russia. By the 
middle of the month it reached. the Cau- 
casus and crossed into European Russia. 
It was at this time especially virulent at 
Teheran and Astrakhan and in the Cauca- 
sus. It advanced steadily through Russia, 
reaching Moscow and St. Petersburg by 
the middle of July. Until this time no 
cases had been reported west of Russia 
except in Paris and these cases in Paris 
were not a part of the invading epidemic. 
From April 5th up to July 25th about 160 
deaths from a rapidly fatal diarrheal af- 
fection had been reported in the neighbor- 
hood of Paris, and the character of the 
disease, although attributed to the use 
of Seine water, and manifesting itself in 
those quarters where that water is supplied 
for consumption, bore such a striking 
resemblance to Asiatic cholera, that its 
identity was during the whole summer a 
subject of dispute. ‘This disease, which 
was popularly called cholerine, had existed 
asan endemic outbreak to a less extent in 
previous summers. In the autumn, after 
cases of undoubted Asiatic cholera had 
occurred in northern France, the attempt 
to distinguish between the two diseases 
was abandoned,. 

In regard to the origin of the cholera in 
Hamburg, Havre and Antwerp, nothing 
positive is known. The infection of Ham- 
burg may have -come by rail through 
Germany, with Russian immigrants on 
their way to America, or it may have 
come by sea from Russia or from India. 
All of these suppositions were discussed. 
The authorities of Hamburg discovered 
the true character of the disease on the 
22d of August, and announced it on the 
24th. It was found to exist in Havre and 
Antwerp within a few days of the same 
time. During the next week isolated cases 
made their appearance in many cities, the 
cases being almost all easily traced as im- 
ported from Hamburg. Several cases oc- 
curred in Berlin, some in other North Ger- 
man cities, some in different English sea- 
port towns, all of the latter being in per- 
sons directly from Hamburg. Such iso- 
lated cases continued to occur during the 
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first half of September, diminishing in 
frequency. In Hamburg the epidemic in- 
creased very rapidly and with a great 
mortality. Although the highest point 
in mortality was reached in the week end- 
ing September 3d, when 4,168 deaths, of 
which 3,710 were from cholera, were re- 
ported, making a death-rate of 340.8, 
nevertheless, for some time the decline was 
slow, but after the last week in September 
fell rapidly. In Havre the epidemic was 
not nearly so great, the number of cases a 
day about the first of September being 
from 25 to 100. 

The extension of the epidemic crossed 
the Austrian frontier some weeks later, a 
few hundred cases being reported, especi- 
ally in Austrian Poland. It appeared in 
Buda-Pesth early in November, and con- 
tinued into December. In the whole 
Austrian Empire 1,000 cases and 500 
deaths may be estimated as the number 
during the autumn. On November Ist, 
Hamburg was declared free from cholera, 
but in November four deaths occurred and 
in the last half of December a fresh out- 
break occurred, about forty cases being re- 
ported up to the present time. The official 
statistics in October gave the number of 
cases as about 18,000 with 7,600 deaths. 
In Havre, the number of cases from July 
15th to October 15th was given as 1,298, 
and that of the deaths 523. This includes 
a few cases which were later classed as 
cholera although occurring before the out- 
break was recognized. During November 
a few cases were reported from different 
parts of France, 104 in Holland, 33 in 
Belgium, whereas in Germany there were 
none except the four in Hamburg. In 
Russia the epidemic was much more 
serious and persistent, many districts were 
revisited after the epidemic had apparently 
declined. After the 1st of November the 
disease as a whole was much less serious 
in the Empire, but the total number of 
cases reported remains considerable even 
up to the present time. The estimate of 
300,000 deaths is commonly considered as 
less than the actual fact. The efforts of 
the sanitary authorities were very much 
hampered by popular .uprisings and in 
some. cities serious riots occurred in conse- 
quence of the attempt to enforce sanitary 
regulations. 

Cholera was imported into the New 
York quarantine directly from Hamburg. 
The first infected steamer to arrive, the 
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Normannia, left Hamburg just before the 
official announcement of the existence of 
an epidemic. Within a week two more 
steamers, the Moravia and Rugia, and 
latter the Scandia, reached New York 
thoroughly infected. The number of 
deaths at sea had been 63 and a still larger 
number were either suffering from the 
disease on arrival or came down with it 
shortly afterwards in quarantine. The 
number of passengers detained from this 
cause was very large, far beyond the ca- 
pacity of the New York quarantine sta- 
tion. After keeping the cabin passengers, 
- who with a few exceptions had been free 
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from cholera, for several days upon the 
infected ships, a steamer was hired by 
private liberality to accommodate them, 
and Fire Island bought as a place of de- 
tention. The inadequacy of the quaran- 
tine station and the bungling of the whole 
matter may be understood by following 
the subject as it appeared from week to 
week in the JOURNAL. A few cases, a 
dozen or more, with five deaths occurred 
in the city; their source is doubtful but is 
more probably due to contagion introduced 
by passengers from an earlier steamer 
which sailed from Hamburg on Aug. 14th, 
than that it escaped from the quarantine. 





INTESTINAL OBSTRUCTION: SOME CURIOUS CASES. 





George Buchanan, Professor of Clinical 
Surgery in the University of Glasgow, in 
The British Medical Journal says: 

‘* Diseases of the rectum are, of all sur- 
gical affections, among those which are 
most frequently neglected in their early 
stages, and so are allowed to assume a con- 
dition of considerable gravity before treat- 
ment is resorted to. This arises from 
various causes. Many persons, especially 
females, have great disinclination to have 
that part of the body made the subject of 
observation and examination, till compelled 
by their suffering to resort to a medical 
opinion; at least, that has often happened 
in my experience. Again, many imagine 
that all disorders of the intestinal tract 
arise from indigestion, biliousness, or hab- 
itual constipation, which they imagine can 
be removed by the use of familiar laxative 
medicines, and these they use with all dil- 
igence till they prove ineffectual; and if 
by pain and other discomfort they feel 
that there is something wrong at the 
lower end of the bowel, they assume that 
it is a ‘*touch of the piles,” which can 
be cured by some of the pills and oint- 
ments so frequently advertised. One can 
scarcely take up a newspaper, especially 
provincial, colonial, or American, without 
observing the numerous advertisements of 
remedies vaunted as cures for such ail- 
ments; and I believe that the extensive 
use of these remedies arises from the dis- 
inclination, to which I have referred, to 
submit these complaints in the first in- 
stance to the regular practitioner. 

But while this is so, not infrequently 


neglect of radical treatment can be traced 
to errors in diagnosis, sometimes, though 
not always, the fault of the medical atten- 
dant, who is apt to be thrown off his 
guard by erroneous descriptions of the 
symptoms given by the patient. One or 
two examples of this will follow. 

The term ‘‘intestinal obstruction” in 
the present day is used rather vaguely. 
Under it are included cases presenting 
symptoms, or groups of symptoms, which 
are present when there is real occlusion of 
the intestinal tube, but which are some- 
times present when there is no actual ob- 
struction at all, but which depend on 

-some functional deficiency, such as loss of 
the peristalic action of the bowel, either 
with or without flatus; of that I have 
seen several instances. In a discussion 
which took place in the Medico-Chirurgi- 
cal Society of Glasgow last winter on in- 
testinal obstruction, numerous examples 
of spontaneous recovery were cited, and 
some of these in circumstances which 
precluded the idea of there having been 
even temporary local occlusion of the 
tube. I mention these to point out that 
such instances were not recoveries from 
actual intestinal obstruction, but from 
symptoms identical with those of that 
condition. 

Taking the term in its strict etymologi- 
cal sense, the most constant and obvious 
symptom is inability to pass feces; but in 
the great majority of cases, symptoms of 
far graver import come on, long before 
that is of any importance. It is just in 
cases in which these serious symptoms, 
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such as obstinate vomiting and failure of 
the vital powers, are early prominent, 
that spontaneous recoveries have been 
most frequent. Itis also this fact that 
renders the question of operative inter- 
ference so difficult to decide. 

The foregoing observations, which are 
applicable to intestinal obstruction gener- 
ally, are more or less illustrated in the fol- 
lowing examples: 

CasE 1. Symptoms of Obstruction: 
Peritonitis with Effusion: Abdominal 
Section : Recovery.—Some years ago I was 
called to see a domestic, aged about 30, 
suffering acute symptoms of intestinal 
obstruction, which had come on rather 
suddenly after a heavy meal some twenty- 
four hours before. Pain in the abdomen; 
obstinate vomiting, stercoraceous; cold 
skin, flagging pulse; no flatus. I could 
not form any accurate diagnosis, but felt 
satisfied that there was no course open to 
me but abdominal section. No obstruc- 
tion could be found, but the peritoneal 
cavity was full of acrid greenish effu- 
sion, and the boweis partially glued 
together with recent lymph. I washed 
out the cavity with a stream of tepid 
water. The patient made a rapid recov- 
ery and is now the mother of a family. 

CasE II. Symptoms of Obstruction: 
Abdominal Section: No Discoverable Cause: 
Death.—Lady, aged about 20, with symp- 
toms somewhat as above, but not so rapid 
or acute. There was no flatus, but the 
vomiting was continuous and non-sterco- 
raceous. I performed abdominal section. 
There was no obstruction; the intestines 
were quite flaccid, and contained very 
little fluid; and the peritoneam was quite 
healthy. She died next day. 

CasE III. Symptoms of Obstruction: 
Apparent Failure of Enemata followed 
shortly by Relief, and Recovery.— An old 
gentleman with symptoms of intestinal 
obstruction. Constipation had existed for 
some days, and now there was pain in the 
abdomen, flatus, and obstinate vomiting. 
I examined the rectum and washed it out 
with tepid water, using a long tube and a 
forcing pump. There was no evidence of 
any fecal impaction, the water returning 
as it was introduced. I could not find 
any abnormal condition of the intestinal 


tube, but, the symptoms becoming more 


rave, I proposed abdominal section as a 
ast resort. The patient agreed, but asked 
me to bring in consultation a physician 
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with whom he was acquainted. IT did so 
and we agreed that, if he should have the 
same opinion the operation should be done 
at his visit. I returned with my friend 
three or four hours after, when to my sur- 
prise I found my patient greatly relieved. 
He had had a copious evacuation in the 
interval, and the vomiting had ceased. 
He made a rapid and good recovery. 

CasEIV. Obstruction: Suspected Epi- 
thelioma: Removal of Impacted Faces: 
Rapid Recovery.—A lady, 30 years of age, 
troubled with constipation for some time, 
accompanied with much pain in the rec- 
tum. Latterly, the pain in attempting 
defecation was so great that, practically, 
she had passed nothing for some time but 
discolored mucous and sometimes blood. 
For some days she had been troubled with 
vomiting whenever she took any nourish- 
ment. Her medical attendant, discover- 
ing that the symptoms arose from some 
obstruction in the rectum, endeavored to 
make an examination, but the pain was 
so great, that the patient would only allow 
a very partial exploration to be made, 
either per rectum or per vaginam. Enough 
was felt to lead to the opinion that the 
rectum was occluded by an epithelial 
growth, which extended far up the gut 
and bulged the recto-vaginal septum into 
the vagina. Some surgical operation 
was urgently demanded—either excision 
of the rectal tumor, or the making of an 
artificial anus. As the patient could not 
suffer a preliminary examination, it was 
arranged that I should put her under 
chloroform, make a thorough examination, 
and proceed as I might find matters re- 
quired. 

The patient was placed on a 
table, and put under chloroform. 
On introducing my finger into the re- 
tum I found it occluded by a large mass 
of firm unyielding material, either adher- 
ing to or firmly grasped by the walls of the 
bowel. But it had not the feel of an 
epithelioma. It wassmooth and globular. 
I could not tear it with my finger, and 
there was no channel through it for feces 
to pass through, and it did not bleed. I 
had no doubt it was a mass of hardened 
feces, and the smell from my finger nail 
made it certain. I now with my thumbs 
dilated the sphincter ani as far as it would 
stretch, and, getting a horn spoon, tried 
to lever it out. It was too large and firmly 
fixed for that. The medical practitioner, 
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who lived in the adjoining house, went for 
his obstetric bag, and I chose a long, nar- 
row-bladed fenestrated forceps, which is 
used in craniotomy. I passed a blade on 
each side, and, by putting on firm traction, 
removed a large gobular mass of firm, 
tough material as large as a full sized 
orange. Another mass as large as a tur- 
key’s egg was impacted above that, and 
was removed in the same way. A third 
the size of a hen’s egg was impacted still 
higher up, and that was also removed, and 
the passage was cleared. I now injected a 
basinful of soapy tepid water, which came 
away with a few bits of scybala. The 
patient was practically well, and she has 
remained so ever since. 

Case V. Obstruction due to Impacted 
Faces.—A man who had had symptoms of 
obstruction for some time, but only on the 
day I saw him had vomiting come on. 
The medical attendant believed that the 
rectum was obstructed by an epithelial 
growth, and called me to perform some 
operation for its relief. On examination I 
found that the rectum was blocked by an 
enormous mass of hardened feces. As the 
house was not euitable for operations and 
the symptoms were not dangerous, I gave 
a subcutaneous injection of morphine, and 
ordered the patient to be sent to the West- 
ern Infirmary, and next morning, broke 
up and removed the mass, which was 
about the size of two closed fists. 

CasE VI. Obstruction due to Impacted 
Masses of Calcined Magnesia.—A case 
which occured some years ago, I mention 
from the unusual nature of the obstructing 
mass. It was composed of hard masses, 
the size of walnuts, with facets caused by 
long mutual pressure. They were con- 
cretions of calcined magnesia, which the 
patient had long been in the habit of using 
as a laxative. 

We caution against allowing patients to 
use calcined magnesia habitually. 

It is not often that an opposite error of 
diagnosis occurs, but the following case is 
a good illustration : 

CasE VII. Diagnosis of Epithelioma: 
Revised Diagnosis of Intestinal Atony: 
Recovery.—A middle-aged gentleman, of 
sedentary habits, had for many months 
suffered from some anomalous symptoms 
— indigestion, flatulence, occasional vomit- 
ing, and obstinate constipation alter- 
nating with looseness, the stools being of- 
ten simply discolored mucous. His medi- 


Vol. lxviii 


cal man had ordered some tonic remedies 
for dyspepsia; but, as he did not improve, 
he consulted a surgeon with whom he was 
personally acquainted. The surgeon ex- 
amined him per rectum, and told him that 
he had an epithelial growth far up; that 
it was out of reach of any operation for its 
removal; that there was no hope of his 
recovery; that his progress downward 
would be gradual; but that at no distant 
date he must decide whether he would 
submit to undergo an operation for the 
formation of an artificial anus or await 
his end, which could not be very far off. 
His medical attendant was unable to ac- 
quiesce in this opinion, and, before ac- 
cepting it, brought him to me. I made a 
most careful exploration of the rectum, 
but I could find no growth, stricture, or 
any kind of obstruction; indeed, the mu- 
cous membrane seemed to me more flaccid 
and folded than usual, and in one of the 
folds I felt a small piece of hardened 
feces, which seemed adherent or retained 
in the fold. I came to the conclusion 
that the symptoms arose from atony of 
the intestinal tube from end to end, with 
possibly some softening, in parts, of the 
mucous lining, and specially of the lower 
end of the colon and rectum. I recom- 
mended that he should give up business 
for two or three months and go to Spa in 
Belgium, and gave him a letter to my 
friend Dr. Thomson, indicating my opin- 
ion and the treatment I thought would 
benefit him. The result proved more for- 
tunate than I could have anticipated from 
the use of the chalybeate waters and the 
change of climate and diet. My patient 
came home practically well, and has con- 
tinued so ever since: that is, for more 
than two years. 


A large percentage of the candidates for 
admission to the military schools of Amer- 
ica are rejected on ‘‘ tobacco hearts.” 


In chronic suppurative otitis, so long 
as the offensive odor continues, the treat- 
ment is not succeeding. 


French medical observers are of the 
opinion that the offspring of inveterate to- 
bacco users often greatly lack the normal 
power of resisting disease, chiefly through 
the transmission of defective nervous sys- 
tems, and that they are largely deficient 
in physicial development. 
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THE EQUITABLE RESPONSIBILITY OF INEBRITY. 
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In the Journal of Nervous and Mental 
Diseases, December, Dr. T. L. Wright in 
a carefully prepared paper on this subject 
states that he selects the term inebriate 
responsibility because there is no settled 
responsibility for the acts of. mere 
drunkenness. 

Drunkenness is a form of insanity and 
is practically so recognized by the law. 
There is no definition of insanity, nor can 
there be. The sane cannot conceive the 
insane; and hence it cannot define the in- 
sane. It can only describe phenomena; 
but it is unable to point out the logical 
connections between the phenomena of in- 
sanity and their moving cause. The rule 
of responsibility for inebriates differs in 
civil from that in criminal cases. We will 
consider the responsibility of inebriates for 
criminal acts. 

‘*The law assumes that he who, while 
sane, puts himself voluntarily into a con- 
dition in which he knows he cannot con-, 
trol his actions, must take the conse- 
quences of his acts,and his intentions may 
be inferred.” What class of inebriates is 
it that most frequently violates the laws 
of the land—and particularly those laws 
that relate to crimes of violence ? Clearly 
that class that drinks the most immoder- 
ately, the most irrationally, the dipsomani- 
cal class. 

Dipsomania is a mental disease. ‘The 
convulsive or spasmodic drinking of 
the dipsomaniac isonly one of the traits of 
the malady—showing that the insanity, no 
longer latent, has become active and 
raging. Magnan says: “The alcoholic 
excitement with which an attack of dipso- 
mania terminates, should not be con- 
founded with dipsomania itself, as it is a 
complication, not a symptom of it.” 
Trelat also says: ‘‘Dipsomaniacs are 
patients who become intoxicated whenever 
their attack comes on.” But who is the 
dipsomaniac? Always he is one of the 
neurotic constitution. He is in a state of 
hypnotic automatism much of the time, 
not only when intoxicated, but the strong 


presumption is, that he labors under 


the same disability at the very 


‘Moment when he begins to consume 
aleohol in order to become drunken. This 
is inconsistent with the idea free-will, or 
rational volition. Drunkenness is not al- 





ways, if it is ever, a factor ora part of dip- 
somania, but may be a consequence of it. 
The dipsomaniac cannot be assumed to be 
‘‘sane”; and in drinking he does not 
‘¢ voluntarily ” put himself in a condition 
in which he ‘‘ knows” he cannot control 
himself. On the contrary, the dipso- 
maniac being insane, cannot control him- 
self when—and before—he begins his un- 
governable movements of intoxication. 
His drinking is one of a series of causes 
tending toward crime—the first one of 
which was formed in an insane mind; and 
for the existence of which the inebriate 
mind is totally irresponsible. 

It is true that the uncertainties, imper- 
fections, and necessities of human nature, 
make it incumbent on society to hold, 
within certain limits, even the insane re- 
sponsible for criminal acts. Sometimes 
the presumed knowledge of right and 
wrong, abstractly, is made the test; or, 
whether the insane criminal knew that a 
particular act ‘‘ was wrong,” may be chosen 
to determine the measure of his responsi- 
bility. Nevertheless the assigned limits 
of insane responsibility are narrow, and 
often difficult to establish. It is prob- 
able that true dipsomania may sometimes 
be of such moderate intensity that it 
should not be excused from accountability 
for criminal deeds. Again, the mental 
disease may be more severe, and grave 
doubts may arise as to the rightfulness of 
holding it responsible for inebriate mis- 
conduct. But there are instances wherein 
the violence of dipsomanical insanity is 
superlative; and there can be no question 
as to the injustice of exacting responsibil- 
ity for its conduct. And now the scene of 
strife is reached. To distinguish accur- 
ately the truly responsible, the doubtful, 
and the wholly irresponsible among dipso- 
maniacs themselves, is the work in hand. 
In view of the facts of dipsomania, it seems 
unjust and untrue to declare that drunk- 
enness is no defence for crime. In strict 
accordance with the legal maxim already 
cited, dipsomania does, in all cases, pre- 
sent a good prima facie defence for 
criminality. The reasonable mind, the 
sober mind of the dipsomaniac has nothing 
to do in deciding upon the probabilities of 
intoxication ; for the intoxication of dipso-" 
mania is only of a series of more or less 
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insane movements, begun and carried on 
under the forceful suggestions of mental 
disease. As long as the insanity is latent 
there is no drunkenness. The crave for 
drink is, in the dipsomaniac, the outcome 
of disease, and of unmanageable nervous 
distress. 

The powers of mind are overcome and 
dominated by a peculiar form of insanity ; 
and the will, in all such contingencies, is 
latent, or powerless. It must be borne in 
mind that the question here is not of the 
actual commission of crime, but that it re- 
lates to the voluntary establishment of the 
criminal propensity through the act of 
drinking. 

Similar considerations apply to the 
character of criminal responsibility in the 
habitual drunkard. In him, incurable 
physical degenerations have impaired the 
integrity of impertant organs. Structural 
degradations of the gravest import affect 
perhaps, the liver, or kidneys, or brain. 
‘These may serve as centres of irritation to 
the entire nervous organism; and to allay 
this, a crave for the lethal effects of alco- 
hol may become overmastering. Here is 
the incentive to drink till the full alcoholic 
influence is established. Degenerations 


within the brain materially interfere with 
sound judgment and rational discrimina- 


tion. Here is incapacity to reason on the 
wisdom and the moral nature of conduct. 
Will, too, is inefficient and helpless, be- 
cause the diseased appetites and impulses 
of the animal being are stronger than the 
determination of rational choice—and they 
rule the life while reason slumbers. The 
rigid responsibility demanded for so-called 
alcoholic crime should be somewhat miti- 
gated in view of the fact that alcohol alone, 
is rather infrequently the exciting cause 
of criminality. Recent intoxication is 
generally agreeable. The mind is elated 
and happy. It is mainly after prolonged 
inebriation that the surly and truculent 
disposition, often attributed to simple 
drunkenness, appears, Then it is that 
strange poisons other than alcohol, have 
become present in the circulation. It is 
then that carbonic acid, urea, and other 
poisons not alcoholic oppress the brain, 
and force the mind into vicious thoughts 
and incentives. Under circumstances of 
this kind, alcohol should not be charged 
with the sole ugency in the formation of 
* the criminal nature; it is: only one of 
many. 


Abstracts. 


. gree in every grade of anssthesia. 


Vol. lxviii 


When the material instruments of the 
mental and moral powers are, for a pro- 
tracted season, inhibited in function by 
the anesthetic property of alcohol, great 
disturbances must ensue in the manifesta- 
tions of mind and morals. Anesthesia 
withdraws the nervous centres from spon- 
taneous activity and compels the mind to 
assume that inferior plane of exhibition, 
which is merely imitative, habitual, auto- 
matic. It is impossible for a mind in 
which the sense of personality is wavering 
or destroyed to so establish its own rela- 
tions with morality as to be capable of dis- 
tinguishing accurately between right and 
wrong. ‘To perceive what is right requires 
alertness and the intellectual power of 
clear discrimination. To recognize wrong 
requires the same mental properties, and 
also a sensitive condition of the moral 
faculties—which is quite inconsistent with 
the torpor imposed by alcoholic anzsthesia. 
The questions often propounded in courts 
of law respecting the moral capacity of 
criminals are in substances these: ‘‘Could 
the man distinguish between right and 
wrong? Did he know when he committed 
the act, that he was doing wrong?” These 
questions embody what the courts in Eng- 
land and America insist shall be a real 
test of legal responsibility for crime. But 
the power of discriminating between the 
fine shades of the moral qualities must 
be weakened when consciousness is defec- 
tive; and it must be defective in some de- 
The 
law recognizes the fact that the man 
drunk is insane. There is actually, and 
founded upon the incontrollability of the 
mind in drunkenness, a remarkable legal 
inference, to the effect that drunkenness 
is no defence for crime. True, this has 
the appearance of a strange inconsistency ; 
for the law also declares that ‘‘ where there 
is insanity, that can be no crime.” The 
legal conclusion respecting responsibility 
for inebriate crime involves an assumption 
that may be disputed. ‘‘ The law has 
settled that a drunken intent is just as 
guilty as a sober one.” This may be 
settled as law, but it is not settled as fact. 
There is no pretence that the law has 
proven the equality, or even the similarity, 
of a drunken and a sober intent. 

The perfect mind cannot conceive of 
itself as being insane. The drunkard does 
not believe that he cannot control his ac- 
tion when drunk—although he cannot. He — 
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knows nothing of hypnotism, nor of in- 
vading poisons, unexpected and unknown. 
The sober ego is wholly different from the 
drunken ego. The body is the same, but 
the minds are two. A sane mind may 
speak for another mind also sane; their 
faculties are on the same plane of consci- 
ousness, by reason of a similar pre- 
sentation of surroundings. But a sober 
mind cannot speak for itself as though 
drunken. The differing states of the 
mind cause it to act as two; and they can 
no more explain the motives and interpret 
the movements of each other, than a sound 
mind in one person can interpret the im- 
pulses of an unsound mind in some other 
person. 

Respecting the criminal responsibility 
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of the’ man who drinks from mere idle- 
ness and without any driving, neurotic 
stress, and who is free from congenital 
and from constitutional defects—the latter 
arising from disease or injury—and who 
is free from the physical degenerations of 
habitual drunkenness, no doubt the rules 
of accountability should be strict. But 
even in such instance, principles of re- 
sponsibility should not be ‘‘lumped” or 
generalized. The effect of ulcohol is so 
modified by special nervous sensibilities 
and peculiarities, that it is the right 
of every individual guilty of inebriate 
crime, to have his trial made a special 
one. He is entitled to a full inquiry 
respecting the facts that pertain to himself 
alone. 
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Hygienic Measures in Relation to Infectious Diseases, 
Comprising in Condensed Form Information as to 
the Cause and Mode of Spreading of Certain Dis- 
eases, the Preventive Measures that should be re- 
sorted to, Isolation, Disinfection, etc. By George 
F. Nuttall, M. D., Ph. D. New York: G. B. Put- 
nam’s Sone, 1893; 112 pp. $1.50. 


The author first gives a general discussion 
on the ~various methods of disinfection, by 
means of fire, dry heat, steam, chemicals 
ete., together with precautions to be followed 
by the Hegggoeer the nurse, care of the sick 
room, etc., and then describes the methods as 
applied to each one of 31 diseases. The plan 
of the work will be best seen if we takea 
specific example. 


IV DIPHTHERIA. 


Cause: Bacillus diphtheria; obligatory parasite. 

“The infection is spread through the bacilli in the 
=. false membrane, and secretions of the various 

ased mucous membranes. The bacilli are proba- 
bly present at times in the stools. Physicians und 
nurses are particularly exposed to the danger of the 
infection when swabbing the throats of patients, 
through the coughing of mucous and flakes of mem- 
brane into their faces. Lesions of the mucous mem- 
brames where no susceptibility exists predispose to in- 
fection. The diphtheria of pigeons, calves, pigs, (not 
determined in the case of cats) is not to be feared as a 
tource of human diphtheria, the diseases being due to 
different specific agents. 

As the bacilli resist drying they may be scattered 
sbout in the form of dust. In thin layers the bacilli 
withstand drying for fourteen days, whilst in pieces 
of membrane, clothing, particularly in dark, damp, 
and cold places, they may retain their virulance for four 
to seven months, A temperature of 58°C. (136° F.) 
kills them in ten minutes. They apparantly die in a 
few daysin putrifying substances. The bacilli multi- 
ply at 18° ¢. (64° F.), and milk being an excellent 
Medium for their growth, the milk of dairies in a vicin- 
ity where the disease prevails may be a carrier of the 





infection und promote the development of the infec- 
tious organism. : 


PREVENTIVE MEASURES 

Complete isolation of the patient is necessary as 
long as the slightest trace of the membrane is present, 
and for sometime after it disappears. Children should 
be kept from attending school at least four weeks after 
the disease has disappeared. Where the disease pre- 
vails, Loeffler maintains the importance uf keeping the 
mouths, noses, and throats of healthy children clean, 
using for this purpose an aromatic or other wash every 
three or four hours; sublimate 1 to 10,000 or 15,000; 
cyanide of mercury, 1 to 10,000; chloroform water, etc. 
For the patients he recommends a gargle every two to 
three hours of the nature recommended above, together 
with a stronger one used at longer intervals; namely, 
sublimate 1 to 1,000; 3 per cent. carbolic acid in 30 
per cent. alcohol; or equal parts turpentine and alcohol 
containing 2 per cent. carbolic acid—Virulent bacilli 
could not be found after afew days when this treat- 
ment was followed, whereas they are to be found 
usually after three weeks when the ordinary treatment 
is pursued. Special precautions should be taken when 
using poisonous solutions in the treatment of children. 


DISINFECTION, 


At the end of the book is found an account 
of the methods of surgical disinfection, pre- 
pesetn of the patient, of the operator, 

ressings, etc., followed in the Johns Hopkins 
Hospital. 

There are few men in the country who have 
had the theoretical training and practical ex- 
perenne in this line of study, which Dr. 

uttall has had, in the laboratories and hos- 
pitals of Europe and America, and who can 
place so much information upon the subject 
of disinfection, etc., in so short a space and 
in so few words as is done in this short book. 
There is really no book which covers exactly 
the same ground which this book does in so 
concise a manner and without lengthy theo- 
retical discussions. 
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A Treatise on Diseases of the Rectum, Anus, and Sig- 
mold Flecure. Joseph M. Matthews, M. D. With 
six chromo lithographs and numerous illustrations; 
Handsomely printed and bound; pp. 537. New York: 
D. Appleton & Co. Sold only by subscription. 


The title of this book, and the author’s 
name, are almost sufficient introduction to 
the public. 

There are many books. Someshould never 
have been written, but it would be well if we 
had more such practical and thoroughly val- 
uable works, as the one under consideration. 
Prof. Matthews is one of the able surgeons of 
America who has devoted his time and study 
to diseases of the rectum. He has reached 
success and eminence, 

This work illustrates the radical changes 
that surgery has undergone more fully than 
any other that we have seen. The author 

ves his opinions in a most positive and 

ecided way, dealing exclusively with the 
present. In addition to the regular subject 
matters of works of this class, the author has 
introduced many new subjects, viz: Diseases 
of the Sigmoid Flexure; antisepsis in rectal 
surgery, etc. 

Among the many good things that com- 


mend the book, we notice the sound ad- ° 


vice on diagnosis. ‘I believe that the most 
important thing connected with medicine or 
surgery, is a correct diagnosis of disease.’’ 

Dr. Mathews strongly insists on a thor- 
ough examination of the patient who com- 
plains of rectal trouble. Without this, a 
correct diagnosis cannot be made, and with- 
out a full knowledge of the conditions, treat- 
ment cannot be pursued intelligently. The 
chapter devoted to the diagnosis and treat- 
ment of constipation is exhaustive, clean and 
original, showing the results and experience 
of a observant mind. The plates and illustra- 
tions are clear and accurate. The work 
throughout is a classical presentation of 
a varied personal experience. 

While it should be thoroughly aeeeinees 
by the specialist, it should particularly com- 
mend itself to the general practitioner. 

The style and artistic work of the book 
are characteristic of the well known firm of 
Appleton & Co, 


Materia Medica, Pharmacy, Pharmacology and Therae 
peutics. By W. Hale White, M. D., F. R. C. P., 


Vol. Lxviii 


Physician to, and lecturer on Materia Medica and 
Therapeutics, at Guy’s Hospital, London; Examiner 
in Materia Medica to the Conjoint Board of Eng- 
land; Author of a Text- book of General Therapeutics, 
Edited by Reynold W. Wilcox, M. A., M. D., LL. D., 
Professor of Clinical Medicine at the New York Post- 
Graduate Medical School and Hospital; Assistant 
Visiting Physician to Bellevue Hospital; Fellow of 
the American, and of the New York Academy of 
Medicine, ete. 8vo, 607 pages. Cloth, $3.00. Pub- 
lisbers: P, Blakiston, Son & Co., 1012 Walnut Street, 
Philadelphia. 


The text is well arranged, the definitions 
are comprehensive and statedin terse lan- 
guage, while the divisions are clearly drawn. 
The appendix of pon pnermnonpae remedies 
is an useful addition; all the better known 
new remedies are described. In arrangement, 
the work is somewhat like the well known 
works of Potter and Wood. The art of pre- 
scription writing receives attention; phar- 
macology is very fully considered and greatly 
adds to the value of the work. 

A busy physician has no time to go into 
deep researches. What he wants is fact, and 
this is what we see in the book before us, 


A Manual of the Pructice of Medicine. Prepared es- 
gomiy for students, by A. A. Stevens, A. M., M. D. 
nstructor of Physical Diagnosig in the University of 
Pennsylvania, etc. Illustrated. Philadelphia: W. 
~ Saunders, 1892. Small 8vo. Pp, 501. Price, 
2.50. 


An examination of this book shows it to be 
a work that is useful, not only from its own 
merits but it also presents in condensed form 
the views of many authorities on the sub- 
ject. 

The author has done his work in a thor- 
ough manner. Especially is this true when we 
note how he dwells on symptomology, and 
the relations of various symptoms to each 

.other. The treatment given, is brief, yet in 
accordance with the accepted method of to- 
day. The definitions are clear, concise and 
exact while the pathology and etiology are 

ually lucid. 
et it is to be remembered that works of 
this class should not prevent the student from 
referring to more comprehensive authorities. 
As collateral reading we know of none better 
than the book before us. 





CURRENT LITERATURE REVIEWED. 





AMERICAN JOURNAL OF MEDICAL SCIENCES. 


The January number contains the following 
articles:—‘‘ The Albuminuria and the Bright’s 
Disease of Uric Acid and of Oxaluria.”’ 


Dr. DaCosta discusses those cases of Bright’s 
disease originating in excessive uric acid for- 
mation or in oxaluria, reviewing the symp- 
toms of a malady in which digestive disorder 
occurs, and in which the disturbed nutrition 
manifests itself in the urine, chiefly by the 


high spose gravity, the urates and the pres. 


ence of albumin and casts that are commonly 
thought to indicate Bright’s disease. He re- 
marks that dyspeptic symptoms are rarely 
absent, though they may be very slight. The 
circulation is prone to be irregular, sometimes 
rapid, sometimes slow. oc pe bee arteries, 
or even tension, which is said to belong to the 
uric acid diathesis as well as to the contracted 
kidney, he has rarely noted. The hypertro- 
phies and other cardiac lesions of Bright’s 









ured es- 
. M.D. 
prsity of 
hia: W. 

Price, 


t to be 
ts own 
d form 
ie sub- 


a thor- 
hen we 
y, and 
0 each 

yet in 
l of to- 
ise and 
ry are 


orks of 
nt from 
orities. 
» better 





January 7, 1898. 


disease are absent, as are dropsy and eye le- 
sions. A symptom worthy of note is the 
slight rise of temperature in the afternoon. 
The characters of the urine are very signifi- 
cant. There is the high specific gravity in a 
urine that is about the normal] amount, or, a 
little scantier than normal. The urine, on 
standing, deposits urates, sometimes even 
uric acid, very often mucous, Crystals of ox- 
alate of calcium may take the place of the 
urates or alternate with them. The total solids 
areincreased, Theamountofalbumin is gener- 
ally small, varies much with the time of day, 
and is mostly in the morning urine or that 
voided after breakfast. Casts are scanty or 
altogether absent. In character they are hy- 
aline or epithelial, rarely markedly granular, 
never fatty. 

The main difficulty of diagnosis is to dis- 
tinguish between: beginning contracted kid- 
ney and this affection. In advanced cases 
there is no difficulty. The doctor believes 
that the instances of diatetic albuminuria 
reported are in reality cases of this affection, 
as are also those cases where the albumin ap- 
years after severe exertion. The form of al- 
suminuria under consideration may be met 
with at any age. Itis rare among children 
and old persons, It is common in growing 
boys. Asis Bright’s disease it is much more 
common in the male. 

The prognosis is favorable, though the 
cases may be of long duration, with occa- 
sional reappearance of albumin in the 
urine. Yet, from very long continuance of 
the disorder, fibroid changes may take place 
and interstitial nephritis result. 

The pathological state is essentially a con- 
gestion of the kidney, with—should the hy- 
peremia persist—slight local inflammator 
changes in the vascular cortex from the irri- 
tating effects of excreting increased amounts 
of ill-formed or broken-down tissue, in the 
shape of urea, urates, or, these imperfectly 
oxidized, as oxalates. 

The treatment must not be that of Bright’s 
disease, as commonly understood, but largely 
that of the underlying state, a state that 
we are familiar with as litheemia, or as 
oxaluria. The labor of the kidneys must 
be lessened, as in Bright’s disease, by close 
attention todiet. Green vegetables and fruits 
are freely allowed; tea, coffee, and cocoa are 
permitted, if sweetened but slightly. The 
white meat of poultry and game may be 
moderately taken, but the meats containing 
much nitrogen are forbidden. Milk has not 
been found especially useful. Sugars, and 
those vegetables containing sugar,are to be 
avoided. As in all forms of albuminuria, it 
is important to keep the kidneys flushed out 
by the use of pure water or the various diur- 

waters. Alcoholic drinks ought to be 
avoided. Bathing is clearly indicated, and 
of the good results of moderate exercise in the 
open air the reporter has seen many strik- 
ing examples, Among medicines, laxatives 
are very important. A course of muriate of 
ammonia, or, from time to time, of iron, is rec- 
ommended. In the cases with oxalates, nit- 
to-muriatic acid remains a standard remedy. 
€ must not overlook the heart, and may 
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have to meet any irregularity it exhibits 
from the heavy work thrown on it, by the use 
of digitalis and strychnia. 





““Tenotomy by the Old Method.”’ 
In this paper Frederick Treves forcibly 
a the claims of the open method of per- 
orming tenotomy; as by this means the op- 
erator can be certain that the proper constrict- 
ing bands have been severed. e operation 
was abandoned because an open wound was a 
terror to the surgeon, a condition of things that 
has happily ceased under modern antiseptic 
methods. Ifa tendon can be easily and cer- 
tainly divided through a small skin lenges, 
as the tendo Achillis, then there can be no rea- 
son for employing a larger incision: On the 
other hand, if. the position of the tendon or 
band be such that its subcutaneous division is 
attended with the very least uncertainty, then 
it should be freely exposed by turning back a 
suitable flap of skin. 





“Tuberculous Pericarditis.’ 

Prof. Osler writes:—Tuberculosis follows 
hard on rheumatic fever as a cause of pericar- 
ditis. Tuberculous pericarditis is not limited 
to any age, and is due, in a majority of in- 
stances, to infection of the membrane from 
caseous mediastinal glands. The disease may 
be confined to these glands and to the peri- 
cardium. A second, less common, mode is 
from the pleura or from the lung, and, lastly, 
there are instances in which the pericardium 
appears to be involved with the pleura and 
peritoneum in a general tuberculosis of the 
serous Membranes. 

Morbid Anatomy.—Practically there are 
two groups of cases: those with firm adhe- 
sions between the pericardial layers, usually, 
with great thickening; and those with recent 
exudation, fibrinous, sero-fibrinous, heemor- 
rhagic, or purulent. The cases with adhe- 
sions are most numerous. Both layers are, 
as a rule, uniformly thickened. In other 
cases the process is more local, and the synechia 
may be limited to the front of the heart, leav- 
ing large portions of the base and of the left 
auricle free. There is enlargement of the 
heart, which may reach an extreme grade. 
In the cases with effusion there may be 9 
simple plastic exudate, similar to that in 
rheumatic pericarditis, with little, or no effu- 
sion, and with scarcely any thickening of 
the membrane, the eruption of sinc A tuber- 
cles, alone, indicating the nature of the pro- 
cess. More commonly there is extensive sero- 
fibrinous exudate consisting of flakes of 
lymph, and a turbid serum. In some cases, 
the exudate is hemorrhagic, and the mem- 
branes here may be deeply engorged, and 
hemorrhagic foci be seen in them. The color 
of the effusion may be bright ted, but is more 
commonly a reddish-brown or chocolate. 

In the clinical history, four groups of cases 
may be recognized: 

First. Latent tuberculous pericarditis; the 
disease being discovered accidentally. 

Second. ith symptoms of cami’ insuffi- 
ciency following the dilatation and hyper- 














trophy consequent eases chronic adhesive 
pericarditis. The clinical features are really 
those of cardiac dropsy. 

Third. Acute tuberculosis. The clinical 
picture may be that of an acute tuberculosis, 
either general or with cerebro-spinal manifes- 
tations, 

Fourth. Cases with symptoms of acute 

ricarditis. This group, the most important 
n many respects, includes cases in which the 
pericarditis is acute and accompanied with 
more or less exudate of a sero-fibrinous, hseem- 
orrhagic, or purulent natnre. Here, too, the 
process may be latent. 

The diagnosis of tuberculosis pericarditis is 
extremely uncertain. In the large group of 
cases in which the membranes are thickened 
and united, the difficulties are those which 
pertain to the recognition of adherent peri- 
cardium, If there has been no history of 
rheumatism, and, if there are indications 
elsewhere, of tu berculosis, a probable diagnosis 
can be made. In the cases that set in as 
acute pericarditis, unless there are evidences 
of tuberculosis in other parts, a diagnosis can 
rarely be made, 

Treatment. It is not improbable that tu- 
berculosis of the pericardium, may, like that 
‘of the peritoneum, recover completely. A 
case, that has set in acutely, must be dealt 
with as any other form of pericarditis, the in- 
dications being to limit the intensity of the 
inflammation and to prevent the evil conse- 
— of the presence of a large amount of 

uid in the sac. We have no medicinal 
agents at our command which have any pos- 
itive influence in controlling the cen Am 
inflammation of serous membranes. There is 
one measure on the utility of which we may 
rely, namely the ice-bag, applied continu- 
ously over the precordium. It allays the 
pain when present, and appears to check the 
tendency to effusion; while under its use an 
exudate may be absorbed with rapidity. It 
is much to be preferred to blisters or the 
thermo-cautery. Where patients complain of 
the cold, Leiter’s coil may be used with run- 
ning water of the proper temperature. 
When the effusion reaches a certain grade, 
and the pulse is irregular and feeble, the 
color becoming bad, the respirations hurried, 
paracentesis should be _ ormed, or, if nec- 
essary, the sac freely incised and drained. 

“The Tampon in Menorrhagia” by Wil- 
liam T. Lusk, M. D., of New York. 

In this paper he urges the claims of the 
tampon in those cases of menorrhagia in 
which there is no definable cause for the 
bleeding and in which the curetta, uterine 
drainage and internal remedies fail to give 
relief. The method of applying the tampon 
receives due attention. 





‘Methods and Results in Cases of Tuber- 
cular Disease, Aneurism, Ununited Frac- 
tures, and Head Injuries,’ by J. William 
White, M. D.. 

The cases are for the most taken from 
the last eighteen months service of Dr. White 
at the University Hospital, and include Tu- 
bercular Arthritis, bercular Adenitis, 
r eated by the removal of the glands and by 
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the injection of an iodoform emulsion. The 
report also contains an account of five cases of 
Aneurism which were treated by compression 
in some cases and ligation in others. The 
paper also discusses excision of the elbow, of 
which eight were performed. One case of 
Lupus of the face was cured by Tuberculin, 
Delayed union and ununited fractures, with 
the various operations resorted to in their 
treatment are discussed, together with the 
several cases. Head injuries—All depressed 
fractures whether simple or compound are 
elevated. The report includes eight cases of 
trephining, of which six recovered. 

he paper is to be continued in the next issue. 





“The Cholera of 1892 in New York: its 
Prophylaxis and Treatment,’’ by Reynold W. 
Wilcox. 

“History of the Recent Outbreak of Epi- 
dermic Cholera in New York.”’ 

“The Bacteriological Examination of the 
recent cases of Epidemic Cholera in the City 
of New York,’’ by Edward K. Dunham. 

In these three papers the recent outbreak 
of Cholera is reviewed in its different lights 
and the measures taken for its prevention and 
treatment are fully discussed. The report on 
the bacteriological examination of the dis- 
charges is illustrated by wood-cuts of the va- 
rious appearances of the cultures at the dif- 
ferent stages of development. 





UNIVERSITY MEDICAL MAGAZINE. 
The most important practical article in 
December’s issue, is the one offered by Dr. 
Traill Green, ‘“ Ergot and the Abstetric 
Forceps.’’ Dr. William Carpenter’s paper “A 
Clinical Study of the Gonococcus”’ received 
the prize offered for the best clinical study of 
a surgical subject by a member of the grad- 
uating class, University of Pennsylvania, 1892. 
The question raised and the point sustained, 
by careful microscopical and laboratory work, 
is— as to whether blenorrhagia is always 
associated with an individual microorganism, 
which either by its form grouping, color, re- 
action, method of growth, or inoculation, or 
by all these characteristics combined, is s0 
distinctly different from all other bacteria, 
that with absolute certainity it can be re 
garded as the cause of the disease, and that 
when discovered. it constitutes an absolute 
roof of the presence of true gonorrhea.” 
r. Wood in a“ Memoranda ”’ entitled ‘‘ Notes 
on Quinine Idiosyncrasies ’’ calls attention to 
two remarkable cases of cinchonism. 





N. Y. JOURNAL OF GYNECOLOGY AND 
OBSTETICS. 

An uncommonly good paper, is & 
translation of Professors Crede and Leo 
pald’s. treatise, “‘The Obstetric Examina- 
tion,” by Dr. . The subject is well 
illustrated, and considered under two heads, 
external and internal examination. 

Dr. Allen Thomas gives a brief statistical 
report of and remarks upon a period of Ob- 


stetrical Service at The New; York Emi-— 
grant ‘ Hospital. Several other articles of — 
minor importance complete the December — 


issue. 
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Salol has at last been obtained in solution 
as a pleasant, palatable liquid. Elixir of 
salol as described, is a solution by mechanical 
means only, of 5 grs. of salol in each dessert- 
spoonful making a palatable liquid, the ad- 
vantages of which can be clearly seen in the 
fact that it renders administration of salol 
very easy, especially to children and those 
who can not take powders or pills.—Medical 
Era. 


Paraldehyde. 


This remedy is considered in a paper in 
“Notes on New Remedies.’?” Summing up 
in the briefest possible form what has been 
said about the properties of paraldehyde, it 
is found : 

1. That it is an efficient and safe hypnotic. 

2. That it is sometimes effective where 
chloral hydrate fails. 

8. That it is free from injurious action on 
the vital functions. 

4, That it even facilitates the digestion of 
fibrin. 

5. That in proper dosage it may be pre- 
scribed without apprehension. 

6. That it is conveniently and agreeably 
given in mixture form. 

Evidences of no little weight of the general 
usefulness of paraldehyde is afforded by the 
fact that it has been adopted into the Ger- 
man, Italian and the British Pharmacopeias. 

It should also be reorded that, in common 
with many other sedatives, paraldehyde also 
has been recommended as an antidote to 
strychnine poisoning.—Med. Rev. 


Some Internal Uses of Chloroform. 


We find the following in the Memphis 
“Medical Monthly:” In gastralgia with 
dilatation of the stomach, in the treatment 
of nervous vomiting, and of the vomiting of 
pregnacy, chloroform water in the dose of a 
small teaspoonful every half hour or hour, is 
avery useful remedy. 

In false croup, anployed in the propsevion 
of one to ten drops in an ounce of water, to 
which is added a little glycerine ; dose, one 
teaspoonful every half hour; the effect is a 
very happy one. 

In ulcer of the stomach, small doses of 
chloroform given internally will often remove 
the pain and stop vomiting. 

In the treatment of whoupiig cough, three 
to six drop doses of chloroform in syrup will 

about very good results. 
- In the albuminuria and anasarca of preg- 
Racy, chloroform in twelve to twenty drop 
doses in sweetened water causes a rapid di- 
Aminution in the albumin and the disappear- 
ance of the anasarca.—Med. Rev. 


Use of Ipecacuanha in Uterine Inertia. 


Drapes says this remedy in simple atony of 
the uterus isa “ety 8 agent in producing 
uterine contraction during the first and sec- 
ond stages of labor. In general, two or three 
doses of from ten to fifteen drops of the wine 
of ipecacuanha, given at intervals of ten 
minutes, _—— in a short time marked 
activity of uterine action and a rapid birth. 
It is much better than ergot, as it does not 
produce tetanic contraction, but only induces 
— and regular expulsive efforts.—Med. 

ev. 


Who Owns the Prescription ? 


This has been answered by a Cincinnati 
court as follows (Meyer Bro’s Druggist): 

“A druggist is under no obligation to fur- 
nish a copy nor to permit any one to make a 
copy of prescriptions. When he has com- 
pounded a drug and delivered it to the proper 
party, the paper upon which the prescription 
8 written mes his, Druggists keep pre- 
scriptions for their own protection. If, as 
the plaintiff testified, defendant had agreed 
to furnish plaintiff with a copy whenever he 
called for it, that agreement was gratuitous 
ar without consideration and _ therefore 
void.’ 

This is in accord with other decisions 
which we have published. 

How would it do for druggists to print this 
decision on the back of their prescription 
blanks ?—Med. Rev. 


Aristol. 


Nearly all drugs, whether or not originally 
intended for external use, have been applied 
at one time or another, to local, exterior trau- 
matisms in the once current belief that reme- 
dies that are good within should be good 
without. The conspicuous failure of the 
many attempts to obtain a perfect dressing 
for suppurative conditions which should be 
equally good for accidental or operative inju- 
ries constitutes an interesting section in the 
history of surgery. Even the latter surgical 
dressings have, for the most part, proved 
failures in some essential quality. Some of 
them possessed an unspeakable odor, others 
were toxic, many were difficult of applica- 
tion, and a further series, though admirably 
adapted to a particular su requirement, 
failed as complete surgical dressings. The 
promptness, for instance, with which Aristol 
was adopted by practitioners demonstrated 
the great, existing need of an adherent, 
stimulating, safe and effective cicatrisant. 
The evidence thus far appears to demonstrate 
that Aristol has not pote: Bese the profes- 
siou in any of these particulars.—Miss, Med. 
Monthly. 
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Treatment of Catarrhal Sore Throat. 


Dr. Carter mentions a number of remedies 
for this class of cases which should be se- 
lected according to the variety and degree of 
inflammation present, and the condition and 
idiosyncracies of the patient. Hot wine gar- 
gles are recommended by some. Menthol, 
being an antiseptic and local anodyne, is 
useful, contracting the capillaries and check- 
ing secretions, In dry, cold: weather, when 
the mucous membrane is parting with its 
moisture, which is nature’s covering cloud, 
treatment with vaseline spray acts well. 
Cream and ice are particularly valuable in 
children who cannot use spray or gargle. 
The essential oils, by spray or nebulization, 
are also valuable in these dry forms. Solu- 
tions of chlorate of potash and permanganate 
of potash and other astringents are useful in 
this form of sore throat, when the secretion is 
profuse. They may be used either as spra 
or gargle. Where the secretions are too al- 
buminous, or where there is a tendency to 
the formation of penlicles on the tonsils, a 
spray of peroxide of hydrogen is indicated. 

erba reuma, by atomization, is sometimes 
very valuable. In nearl all cases where 
there is general febrile disturbance, aconite 
and belladonna are invaluable—Jour. of 
Am. Med. Asso. 


Tuberculous Ulcers of the Stomach. 


Dr. J. H. Musser (Medical Press and Cir- 
cular) says: 

1. Tuberculous ulceration of the stomach is 
rare, 

2. It occurs more frequently in childern. 

3. It is never esc 

4, Gastric infection probably due to the 
voluntary or involuntary swallowing of spu- 
tum. 

5, The presence of the bacillus tuberculosis 
is the only positive proof of the nature of the 
ulceration. . 

6. The anatomical peculiarities of this form 
of ulceration include the following: 

The seat of the ulcer is in the lesser curva- 
ra although it may be found in any posi- 
tion. 

More than one ulcer is usually seen. 

The ulcers are large and irregular. 

Miliary tubercles on the floor of the ulcer, 
in the submucous coat, are seen. 

The ulcers are near vessels, and the results 
of vascular ulceration are found. 

Small caseating masses are seen in the 
ulcer or at a portion of the periphery. Simi- 
lar collections are found in the territory ad- 
jacent to the ulcer, in the submucous coat. 

The peritoneum is studded with miliary 


tubercle very, often. 
Neighboring lymphatics are often in- 


majority of cases, there were 
no symptoms during life. : 


Miscellany. 
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8, Sudden hemorrhage is a frequent symp- 
tom and cause of death; it has been particu- 
larly noted in children. 

9. Epigastric pains and vomiting may oc- 
cur, : : 

10. The presence of gastric symptoms of 
this kind, occuring in the course of tuber- 
culosis, is significant of possible ulceration. 

11. In view of the fact that the swallowing 
of sputum is posibly dangerous, expectora- 


tion should be insisted upon in adults and 
its method taught to children.—Amer. Lan. 





NEWS AND MISCELLANY. ;* 





Dr. Robert Crawford, of Cooperstown, 
Venango Co., Pa., died at his home on Chris- “ae 
mas morning after an illness of theee or four Ra 
days. Dr. Crawford has been in active prac- | 
tice for over fifty years; was a very able man 
and stood among the leaders in the profession 
for a generation. 


ARMY AND NAVY. 


FROM DECEMBER 18, 1892, TO DECEMBER 31, 
1892. 


Leave of absence for fifteen days, to take 
effect on or about January 11, 1893, is hereby 
granted Captain W. B. Banister, Assistant 
Surgeon, U.S. Army. 


lst Lieut. Frank T. Meriwether, Assistant 
Surgeon, is relieved from further duty at 
Fort Adams, Rhode Island, and assigned to 
duty at Madison Barracks, New York. 


The Leave of absence granted Captain Louis 
W. Crampton, Assistant Surgeon, U.S. Army, 


By direction of the Secretary of War. two 
months ordinary leave of absence, is granted 
Captain Marcus E. Taylor, Assistant Surgeon, 
U.S. Army, to take effect upon the expira- 
tion of his present sick leave. 


Ist. Lieut. James D. Glennan, Assistant 
Surgeon, U. 8. Army, will upon his arrival at 
his station (Fort Sill. Okla. Ty.) from leave of — 
absence, proceed immediately to San An- 
tonia, Texas, and eg in person to the — 
commanding general p’t. of Texas, for 
temporary duty in the field with proofs 
operating on the Mexican border. is 
_ The leave of absence for seven days granted 
lst Lieut. Frank T. Meriwether, Assistant 
Surgeon, U. 8. Army, is hereby extended 
ten days. 


1st Lieut. Benjamin 8. Ten Eyck, Assistant 
Surgeon,U. 8. APY is relieved from duty 
t Fort Leavenwort , Kansas, and will pro- 
ceed at once to San Antonia, Texas, and 
report to the commanding General Depart-— 
ment of Texas for duty with the troop now 
in the field. 


Zeeusesseee<cenreac. 








